





| 
| 
| 





FES 11 1948 


FEBRUARY 1948 eERIODICAL ROOM 


GENERAL LIBRARY 
UNIV. OF MICH. 


















































JOURNAL OF 4 


Social Casework 


Formerly THE FAMILY 





















































VOLUME XXIiX NUMBER 2 


SERVICE TO VETERANS 


Social Service in the Veterans Administration 
Jack H. Stipe PAGE 43 


Intake Techniques in a Mental Hygiene Clinic 
Samuel Futterman, M.D., and Philip B. Reichline PAGE 49 


Psychology of the Tuberculous Patient 
Mary S. Brooke PAGE 57 


Attitudes of Patients in a Paraplegic Center 
Frances Grace Weiss and Ernest Bors, M.D. PAGE 60 


Co-operative Planning for the Paraplegic Veteran 
Eleanor Bailenson Heller PAGE 66 


Field Supervision: A Basic Tool in Administration 
Irving Greenberg and Sarah S. Marnel PAGE 70 


Editorial Notes: Service to Veterans 


Readers’ Forum Book Reviews 




















JOURNAL OF 


SOCIAL 


CASEWORK 


Published by the Family Service Association of America 


Cora Kasius 
Editor 


Suitey Moore Martin 
Business Manager 


ANN W. SHYNE 
Book Review Editor 


Editorial Advisory Committee 


Freanok Cuirron, Community Service So- 
ciety, New York, N. Y. 

Frorence R. Day, Smith College School for 
Social Work, Northampton, Mass. 

Irving J]. Fasrrau, New Jersey State Board 
of Child Welfare, Trenton, N. J. 

Ruru FE. Fizparr, Veterans Administration, 
Washington, D. C. 

M. Rorerr Gonnerc, Jewish Family Service, 
New York, N. Y. 

Dorotny Hurcinnson, New York School of 
Social Work, New York, N. Y. 


Makrcaret KaurreMaN, Brooklyn Bureau of 
Social Service, Brooklyn, N. Y. 





Mapecrine Lay, American Association of 
Psychiatric Social Workers, New York, 
mM. 

M. Anne MacGuire, New York State Depart- 
ment of Civil Service, Albany, N. Y. 

Constance Ratusun, Children’s Aid Asso- 
ciation, Boston, Mass. 

Evizasetu P. Rice, Grace-New Haven Com- 
munity Hospital, New Haven, Conn. 

BeRNICE SCROGGIE, Owosso, Mich. 

Corxeiivs Urz, Family Society of Bridgeport, 
Bridgeport, Conn. 

Lois Winpy, Illinois Children’s Home and 
Aid Society, Chicago, Hl. 





Publication Office: 372 Broadway, Albany 7, N. Y. 


Editorial and General Office: 122 East 


22d Street, New York 10, N.Y. Subscription, $2.75 a year; contributing subscription, $4.00; 
single copies, 35 cents. Published monthly except August and September. Changes of Address 
should reach the Publication Office or the General Office by the 1oth of the month. /ndex 
appears in the last issue of each volume. Entered as Second Class Matter at the post office at 
Albany, N. Y., October g1, 1923, under the Act of March 3, 187g. Acceptance for mailing 
at special rate of postage provided for in section tog, Act of October 3, 1917, authorized 
November 6, 1923. Copyright, 1948, by the Family Service Association of America. 











New Reprint Pamphlets 
THE SOCIAL SERVICE EXCHANGE 


Outlining its function and operation 
and ifs use in casework 


By Beatrice R. Simcox 


Single copies, 30 cents; 
10 or more at 25 cents 


TALKS WITH BEGINNING 
SOCIAL WORKERS 
On gaining perspective and 
understanding the client 
By Mary Overholt Peters 
Single copies, 25 cents; 
10 or more at 20 cents 
Reprinted from the JOURNAL OF 
SOCIAL CASEWORK in pamphlet form 
Family Service Association of America 
122 East 22 Street New York 10, N. Y. 








Reprints 


Reprints of articles in this issue may 
be ordered in quantities of 100 or 
more. Orders must be placed by 
March 1, 1948. 


Send for price schedule 


Binders 


Made of fabrikoid, each binder con- 
tains 12 rods and has the magazine's 
name imprinted on spine and front. 
$2.00, postpaid. 


JOURNAL OF SOCIAL CASEWORK 
122 East 22 Street, New York 10, N. Y. 














| 


=> 


—_ 


= _=. A Oe Qn 














| 


ar ~~ 


—~——- © gar =. 


ng — = = 





FEBRUARY 1948 























JOURNAL OF 


Social Casework 


























Social Service in the Veterans Administration 
Jack H. Stipe 


Mr. Stipe is Chief, Social Service Division, Veterans Administration, Washington, D. C. 


ONE PURPOSE OF THIS INTRODUCTION to 
the articles that follow! is to attempt to 
give sufficient information regarding the 
Veterans Administration and the place of 
social service within it to acquaint the 
reader with the setting in which V.A. social 
workers function. But more important is 
this opportunity to present the agency's 
program to professional social workers 
everywhere in the United States. Without 
their assistance it would not have been 
possible for V.A. social service to make 
any substantial progress. The Administra- 
tion is grateful to the JOURNAL OF SOCIAL 
Casework for this opportunity to present 
these papers which should result not only 
in strengthening co-operative relationships 
but in better service for veterans and for 
other people whom the profession serves. 

The Veterans Administration as it is 
operating today is the result of a consolida- 
tion, on July 21, 1930, of three federal 
agencies serving veterans: U. S. Veterans 
Bureau, Bureau of Pensions, and the Na- 
tional Home for Disabled Volunteer Sol- 


1 All the articles in this issue are published with 
the permission of the Chief Medical Director, De- 
partment of Medicine and Surgery, Veterans Ad- 
ministration, who assumes no responsibility for the 
Opinions expressed, or conclusions drawn by the 
authors, 





diers. The Veterans Administration is an 
independent establishment of the executive 
branch of the federal government author- 
ized by Act of Congress and created by 
Executive Order. The Administrator of 
Veterans Affairs is appointed by, and is 
responsible to, the President of the United 
States. The major responsibility of the 
Veterans Administration is to administer 
specific laws enacted by the Congress for 
the benefit of former members of the mil- 
itary and naval forces. Purpose and pro- 
gram therefore are determined for the 
Veterans Administration and not by the 
Veterans Administration. 

At the end of September, 1947,? of the 
total population of the United States, 
18,450,000 were veterans. Not all of these 
will, of course, be eligible to receive all 
the rights and benefits provided by the 
Congress and administered by the Veterans 
Administration, but all are eligible to 
apply. More than 14,500,000 of the total 
veteran population are veterans of World 
War II. A glance at the numbers of vet- 
erans receiving services or benefits through 
the Veterans Administration may be a 
logical introduction to this vast agency's 


2Unless otherwise indicated, all statistics pre- 
sented in this article are as of September go, 1947. 
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organization and responsibilities, with more 
than 203,000 [ull- and part-time employees. 

Compensation and Pensions. As of Sep- 
tember 30, 1947, there were 2,890,000 vet- 
erans and dependents of deceased veterans 
receiving monetary benefits. 

Vocational Rehabilitation and Educa- 
tion. There were approximately 2 mil- 
lion veterans—able-bodied and disabled—in 
training in schools or in job placements. 

Readjustment Allowances. | Approxi- 
mately 14 million veterans were potentially 
entitled to allowances of $20 a week for 
a period not to exceed 52 weeks. 

Guaranty of Loans. During the quarter 
ending September 25, 1947, more than one 
million loans--for homes, farms, and busi- 
nesses—were approved. 

Life Insurance. More than 6 million life 
insurance policies were in force. 

Medical Care and Treatment. On Sep- 
tember 30, 1947, 105,000 patients were 
under V.A. care in hospitals. During July, 
1947, more than 181,000 outpatients re- 
ceived over 490,000 medical treatments, 
which included general medical and _psy- 
chiatric treatments. 

The scope and significance of these rights 
and benefits can be further appreciated 
when it is realized that during one 
month—August, 1947—total V.A. obligations 
amounted to 504 million dollars! 

These services to veterans are operated 
through three administrative and super- 
visory levels—Central Office in Washing- 
ton, D. C., thirteen Branch Offices, and 
many field stations. 

To assist the Administrator to discharge 
his complex and extensive responsibilities, 
there are in the Central Office in Wash- 
ington, twelve assistants to the Admin- 
istrator to whom are delegated major 
responsibilities for certain specific aspects 
of the total V.A. program; for example, the 
Chief Medical Director, the Assistant Ad- 
ministrator for Claims, the Assistant 
Administrator for Vocational Rehabilita- 
tion and Education. 

Administration has been decentralized 
and responsibility has been further dele- 
gated by the Administrator to deputy ad- 
ministrators in thirteen Branch Offices 
throughout the country. As the Adminis- 
trator of Veterans Affairs is responsible for 
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total program, each of the thirteen deputy 
administrators represents him in the admin- 
istration of the total program operating in 
a particular branch area, usually comprised 
of a group of states. For example, the 
branch area with headquarters in Seattle, 
Washington, includes the states of Wash- 
ington, Oregon, Idaho, and Montana. The 
deputy administrator of a branch office is 
assisted by directors of services who have 
a stall or professional relationship with their 
counterparts in Central Office, the assistant 
administrators. 

The line of administrative responsibility 
flows directly from the Administrator of 
Veterans Aflairs to each of the thirteen 
deputy administrators in the Branch Offices 
and not from a professional specialist in 
Washington to a professional specialist in 
a branch office or field station. The Central 
Office in Washington formulates policy, de- 
termines program, establishes and provides 
the necessary administrative resources and 
methods for executing its charge from the 
Congress, and provides professional and 
technical guidance, assisiance, and super- 
vision to the branch offices, but has no 
direct relationships wiih field stations. The 
branch office provides the field stations with 
necessary professional and technical guid- 
ance, assistance, and supervision. 

Veterans have direct and personal con- 
tacts with the Veterans Administration 
through the field stations. Because it is 
the field stations with which social workers 
in public and voluntary health and welfare 
agencies work closely, it may be helpful to 
see what is included in “field stations.” 

Regional Offices. It is to one of the 62 
regional offices or their 150 Veterans Ad- 
ministration Offices (sub-offices) and 634 
Contact Offices that a veteran usually goes 
to get information, to make application for 
some benefit, or to receive a service. The 
regional office is established to serve those 
veterans living within an area where there 
is the greatest concentration of veteran 
population. For example, in heavily popu- 
lated areas, a regional office may only in- 
clude a metropolitan center and the sur- 
rounding suburban counties. In areas of 
less population, however, a regional office 
may include an entire state, such as the 
regional office in Portland, Oregon. 
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In general, all the rights and benefits, 
including outpatient medical examinations 
and treatment, may be sought and received 
at the level of the regional office. Applica- 
tions for hospitalization are also usually 
initiated in regional offices. The fact that 
administrative divisions of regional offices, 
during the third quarter of 1947, processed 
about 25 million pieces of incoming mail 
and 1.2 million applications from veterans 
is one illustration of the volume of service 
veterans are seeking from the Veterans 
Administration. 

Hospitals. These include 32 hospitals 
specializing in neuropsychiatry, 19 in tuber- 
culosis, and 74 in general medicine and 
surgery. In addition, some hospitalization 
is provided to veterans in non-Veterans 
Administration hospitals under contract to 
Veterans Administration. 

Centers. A center may be a combination 
of a regional office and a hospital located 
on the same grounds under one administra- 
tion. There are eight such centers. Or 
the center may be a combination of a 
“home” and regional office or hospital. 
There are 12 of these centers with domicili- 
ary activities, which provide care for 14,384 
veterans who do not require hospitalization 
but who are unable to earn a living or care 
for themselves at home. Only 5 per cent 
of the veterans in “homes” served in World 
War II. 


The Department uf Medicine and Surgery 


Belore January 3, 1946, there was no 
Department of Medicine and Surgery as 
it operates today in the Veterans Admin- 
istration. On this date the medical service, 
as it had been constituted, was abolished, 
and there was authorized and established 
by Public Law 293, 79th Congress, the pres- 
ent Department of Medicine and Surgery 
under a Chief Medical Director, directly 
responsible to the Administrator of Veterans 
Affairs. According to the law, appoint- 
ments of doctors, dentists, and nurses are 
made in accordance with regulations pre- 
scribed by the Administrator without regard 
to civil service requirements. At the end 
of the fiscal year 1947 (June go, 1947), there 
were 4,834 full-time doctors on duty with 
the Veterans Administration. In addition, 
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there were 1,631 residents and 3,130 attend- 
ing physicians and consultants; 10,668 full- 
time nurses; and go4 full-time dentists. 

Although other professional and tech- 
nical personnel within the Department of 
Medicine and Surgery, such as dietitians, 
occupational and physical therapists, and 
social workers, must be appointed accord- 
ing to civil service regulations, the law 
provides that the Administrator shall pre- 
scribe qualifications for these positions. 
This has resulted in establishing minimum 
qualification standards higher than those 
that heretofore existed within the Veterans 
Administration and higher than those in 
many other public and voluntary health 
and welfare agencies. 

The Department of Medicine and Sur- 
gery is comprised of services and divisions, 
all of which have the common goal of pro- 
viding the best possible medical care and 
treatment to veterans. Some of these are 
rehabilitation, research and education, neu- 
ropsychiatry, general medicine, surgery, and 
tuberculosis. And there is also the Social 
Service Division. 

The Social Service Division in Central 
Office consists of three sections—Program 
Standards, Staff Development, and Opera- 
tions—all of which participate in the formu- 
lation of policy and program and render 
professional guidance and assistance to the 
thirteen Branch Chiefs of Social Service. 
Branch Social Service consists of two pro- 
fessional social workers who are responsible 
to the Branch Medical Director for the 
development and supervision of social serv- 
ice in the field stations in the area. Like- 
wise, the chief social worker of a hospital, 
regional office, or center is responsible to 
the physician in charge of medical service 
in that field station. 

More than 1,000 full-time social workers 
are now on duty with the Veterans Ad- 
ministration. More than 70 per cent of 
these workers have completed two years of 
training or have earned a master’s degree 
or its equivalent. 

About 560 V.A. social workers are assist- 
ing veterans at regional offices, and about 
120 of these are working full time with 
patients attending the regional office mental 
hygiene clinics. There are approximately 
145 on duty in neuropsychiatric hospitals; 
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more than 4o in tuberculosis hospitals; 
and 255 in general medical and surgical 
hospitals. 

During the month of August, 1947, V.A. 
social workers in all field stations rendered 
service to a total of more than 48,000 vet- 
erans. Examples of this service are assist- 
ance in the preparation of hospitalized 
patients for discharge, the supervision of 
neuropsychiatric patients at home on trial 
visits, casework with patients attending 
regional office mental hygiene clinics, and 
casework with patients attending regional 
office clinics for medical treatment. 

This description has perhaps already 
underscored the fact that social service in 
the Veterans Administration is a part of 
the medical service and .is therefore, in 
general, available to those veterans who are 
eligible for and who are receiving medical 
care and treatment. Even within the 
agency, this factor must be continuously 
stressed since it is a pattern to associate so- 
cial service with anyone in need of help 
irrespective of eligibility. 

Although V.A. social service has a_pri- 
mary responsibility for service to veterans 
receiving medical care and treatment, regu. 
lations and procedures authorize social 
service assistance and collaboration, when- 
ever possible, in certain other aspects of 
several of the non-medical programs out- 
side the Department of Medicine and Sur- 
gery. At the present time, however, such 
assistance is usually provided only upon the 
request of the other service. 

All agencies endure periods when the 
lack of an available number of qualified 
staff or the lack of funds affects program. 
Basic objectives, however, are not altered. 
Circumstances then require a more critical 
evaluation of what is being accomplished. 
In Veterans Administration continuous 
evaluation is necessary in order to be cer- 
tain that the veterans whose illness or 
disabilities are most acute have an oppor- 
tunity to avail themselves of the V.A. serv- 
ices that may assist them in their efforts 
to regain their health. And a basic simple 
principle again requires serious attention— 
that assistance be available to those veterans 
who not only most need the service but who 
want and can use it. 
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How, then, can V.A. social service control 
the number of veterans referred to it for 
help or who present themselves? It must 
control intake with the objective of giving 
the best quality of service to the greatest 
number of veterans who need and can use 
the service, and—very important—who are 
eligible for the service. “The objective must 
not be determined by the chiet social work- 
er’s own plans or preferences regarding 
what the service should be, nor must the 
special qualifications or interest of staff 
determine this policy of intake. 


Eligibility 

A clear understanding of eligibility for 
V.A. medical care and treatment is im- 
portant for the V.A. social worker. It will 
also assist the V.A. employee not in the 
Department of Medicine and Surgery as 
well as the social worker in a public or 
voluntary agency who may be contemplat- 
ing a referral. 

In general, veterans eligible for medical 
examination, care, and treatment (in re- 
gional office outpatient departments, in 
hospitals, and centers) are also eligible for 
social service. The service must be termi- 
nated if, after examination, it is determined 
that a veteran is not eligible for medical 
care or treatment in a hospital or on an 
outpatient basis. If V.A. social service is 
participating in the diagnostic process, the 
social werker then attempts to refer the 
veteran to a community health or welfare 
agency that can provide the _ necessary 
service. At that point, the veteran, like 
his non-veteran neighbor, becomes the 
responsibility of his community. 

Even if there is no resource to which the 
veteran who is found to be ineligible for 
V.A. medical care or treatment can_ be 
referred by V.A. social service, no au- 
thority exists whereby the Veterans Ad- 
ministration can provide him with the 
necessary service. 

Eligibility for hospital care and for out- 
patient treatment in a regional office is 
determined by the application of laws, 
regulations, and procedures. 

In general, a veteran is eligible for out- 
patient treatment in a V.A. regional office, 
a public or voluntary clinic with whick 
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the Veterans Administration has a contract, 
or through -the home-town plan, if he has 
a service-connected illness or disability. He 
may have a non-service-connected condi- 
tion and still be eligible, if that condition 
is associated with, and determined to be 
agevavating, a service-connected condition. 
Ability to pay is not a requirement for a 
veteran applying for outpatient treatment 
or hospital care if his disability or illness 
was incurred or aggravated in line of duty. 
However, the veteran’s discharge or release 
from active service must not have been 
under dishonorable conditions. If a hos- 
pital bed is available, a veteran may be 
admitted to a Veterans Administration hos- 
pital for a non-service-connected condition, 
if he states his inability to meet the cost. 

In large field stations, social service may 
be represented at staff meetings of the non- 
medical services and divisions not only to 
explain V.A. social service but also to 
present opportunities for a demonstration 
of this service. Where the load justifies 
such assignment, a supervisor or caseworker 
may maintain liaison with a specific staff 
member in the other service, which will 
thereby be assisted in its understanding and 
use of social service. As additional pro- 
fessional staff members become acquainted 
and learn to work co-operatively with social 
workers, the whole field of social work 
inevitably will derive real benefits. 

Necessity for appropriate application of 
the rules of eligibility, of course, must never 
preclude opportunities for sincere friendli- 
ness and courtesy. Abrupt termination of 
service, misunderstood by both patient and 
family, may prove to be a contributing 
factor to a more serious aggravation of the 
veteran’s condition. 

It is dificult for a social worker in an 
agency other than the Veterans Adminis- 
tration to understand precisely when V.A. 
social service can or cannot assist a vet- 
eran. It may be difficult at times for social 
workers in other agencies to determine what 
specific service or division should be con- 
tacted when information is needed from 
Veterans Administration which is not di- 
rectly related to medical or social service. 
In such instances, it is usual for the com- 
munity agency to use V.A. social service as 
its initial point of contact. The V.A. 
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social service may then direct the agency 
to the appropriate member of the V.A. staff 
in the branch, regional office, or hospital 
who will be best cquipped to give that 
particular service. A central policy and 
procedure would be most difficult to effect 
due to the different kinds of field stations 
(hospitals, regional offices, and centers), the 
difference in their size and scope of service, 
and the extremes in location from metro- 
politan areas in the industrial East, to fairly 
isolated parts of the country. This difh- 
culty is not unique with the Veterans 
Administration but is also experienced by 
other large public agencies. 


Professional Objectives 

The variations in problems and _pro- 
cedures, although often puzzling, present 
a challenge to the heads of the services 
and divisions, medical and non-medical, as 
efforts are exerted, particularly by Central 
and Branch Offices, to give some gencral 
direction and guidance. There is excite- 
ment and real professional stimulation in 
attacking these broad problems in admin- 
istration and supervision. How can the 
social worker employed in the Southwest 
and the worker in a large city of the in- 
dustrial East share with each other the 
best of their professional experiences and 
become identified with one program of one 
agency? How can their experiences and 
their identification be shared with other 
workers in all parts of the United States 
and eventually contribute to the formula- 
tion of policy and good professional pro- 
cedures? The efforts of V.A. social workers 
to answer these questions have been dra- 
matic. Whole answers have not been pro- 
vided but there has been unusual progress. 

This progress has included certain 
methods of which the purpose is to unify 
the staff and program in order to improve 
services. Central Office Social Service Divi- 
sion makes available to branches and sta- 
tions reports of unusual merit which may 
be helpful to the field, minutes of sig- 
nificant meetings, or literature prepared 
by other agencies with common purposes. 
The Division has also conducted meetings 
in Washington, D. C., of the thirteen branch 
chiefs and assistant chiefs, so that total 
social service program can be improved and 
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enriched by an exchange of experiences 
and an evaluation of progress and 
problems. 

Branch chiefs, too, have meetings in their 
respective areas for the chief social workers 
of field stations. From these meetings there 
are tangible results in more efficient and 
human service to veterans; for example, 
the chief social workers from a tuberculosis 
hospital and a regional office are better 
able to understand the practical problems 
each faces. 

Opportunities for further integration of 
program are also afforded at the time of 
the appointment of chief social workers 
and case supervisors. Before the worker 
undertakes full-time duty, his orientation 
may include a temporary period in a hos- 
pital or regional office other than the one 
to which he has been permanently as- 
signed. The result is that, when he under- 
takes his regular position, he will have an 
appreciation of the work in very different 
settings which will be reflected profitably 
in the execution of his share of the total 
program of V.A. social service. 

It is realized that all efforts to develop 
the V.A. social service program into one 
program, conducted by one staff, will have 
no vitality and reality unless this service 
builds secure working relationships with 
the profession outside the Veterans Ad- 
ministration. To achieve this, social work 
has a representative on the V.A. Special 
Medical Advisory Group, which group is 
required by law, established by the Admin- 
istrator, and nominated by the Chief Medi- 
cal Director. To advise the Administrator, 
Chief Medical Director, and the Social 
Service Division regarding the development 
of a good V.A. program of social service, 
a Veterans Administration Social Work Ad- 
visory Council of seven members has been 
appointed. This group has met in Wash- 
ington and already its members have en- 
riched the total program with the benefit 
of their knowledge and experience. Several 
Branch Offices have appointed consultants 
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to social service. Increasing participation 
in the programs of the professional asso- 
ciations and conferences has been encour- 
aging because of the real results of closer 
integration of the objectives of V.A. social 
service with those of the profession. 

The Administrator and Chief Medical 
Director have realized that ill and disabled 
veterans in V.A. hospitals and clinics would 
receive better care and attention if as many 
field stations as possible could be recog- 
nized by the best medical schools as teach- 
ing centers. As a result of their efforts, 
approximately 56 university medical schools 
have recognized the rich teaching resources 
of 14 regional office clinics and 62 V.A. 
hospitals by conducting active and _pro- 
ductive teaching programs in those field 
stations. 

V.A. social service also must continue to 
develop programs that will merit recogni- 
tion by the graduate schools and thus be 
enriched for the benefit of the veterans 
served. Already approximately 175  stu- 
dents from 28 schools that are members of 
the American Association of Schools of 
Social Work have field work placements in 
50 V.A. field stations. 

The interest, understanding, and _prac- 
tical assistance of individual social workers 
in all agencies throughout the country, and 
of the professional associations and con- 
ferences representing them, are deeply ap- 
preciated by the Veterans Administration. 
V.A. social service is a part of the total 
professional body and as such is representa- 
tive of it. V.A. social service will continue 
to assist in the development of an able 
profession based upon accredited technical 
preparation, valuable experience, and the 
essential intangibles of the character and 
personality of its members. 


Editor’s Note: When these articles were set in 
type it seemed advisable, because of space limita- 
tions, to use the initials V.A. where the term 
Veterans Administration is used as an adjective. 
We now learn, regretfully, that Veterans Adminis- 
tration prefers the use of the full name. 




















Intake Techniques in a Mental Hygiene Clinic 
Samuel Futterman, M.D., and Philip B. Reichline 


Dr. Futterman is Chief Psychiatrist and Mr. Reichline is Assistant Chief Social Worker in the 
Mental Hygiene Clinic of the V.A. Los Angeles Regional Office. 


THIS DISCUSSION ON THE INTAKE PROCESS 
is based on the thinking of the staff in the 
Mental Hygiene Clinic! that is part of 
the Veterans Administration Los Angeles 
Regional Office, Medical Outpatient De- 
partment. The policies and function of 
the clinic affect the method and philosophy 
of working with patients at intake. It is 
the responsibility of the clinic to accept 
every patient with a service-connected dis- 
ability of a psychiatric nature. Eligibility 
does not necessarily imply suitability for 
treatment. Therefore, every eligible vet- 
eran is evaluated for suitability for therapy 
in the light of available clinical facilities. 
If we can prevent the patient from having 
further or more scrious emotional dis- 
turbances, we assume an active role in en- 
couraging him to accept our services, at 
the same time recognizing with him the 
fact that this is a voluntary clinic. Patients 
coming into therapy are not always capable 
of deciding whether or not they want the 
service; nor do we reject them because they 
are not ready for treatment. Since their 
problem is only partially situational and 
will no doubt remain with them until psy- 
chotherapeutic help is provided, prepara- 
tion to accept psychotherapeutic treatment 
in the near future with us or to go else- 
where for help is a goal for those not ready 
to accept therapy at present. 

The patient’s source of referral and his 
reaction to it are usually some of the first 
things we learn. Some patients already 
have an awareness of the fact that they are 
“nervous” and need psychotherapeutic 
treatment. Others, who have been referred 
by a physician in an authoritative position 
because of physical symptoms, doubt the 


1 The following staff members co-operated in this 
study: John Skinner, Psychiatric Social Work Super- 
visor; Lillian P. Kaplan, Jean Livermore, and Esther 
Wagner, Psychiatric Social Workers. 





psychogenic origin of the symptoms and 
question the need of treatment in a mental 
hygiene clinic. Other patients request psy- 
chotherapeutic treatment because of the 
help they received while in service. 

Intake in the clinic is done by psychi- 
atric social workers on a rotational basis; 
thus one worker is not assigned to intake 
continuously. This is purposive in that 
it permits the intake worker, where neces- 
sity demands, to continue with the case. 

The length of the intake interview varies, 
though most commonly it is of ninety 
minutes’ duration. Ifa patient in a homo- 
sexual panic pours out a _ tremendous 
amount of highly intimate material in the 
intake interview, and the worker is not 
able to take him on for treatment, the pa- 
tient might be seen two or three times 
within the intake procedure to help him 
over his acute anxiety before he is trans- 
ferred to someone else. Sometimes it is 
necessary to continue with the patient as 
a treatment case. 

We think it is more important to get 
some idea of the psychodynamics of the 
presenting problem than to get a complete 
genetic social history, and some idea of 
what the patient feels at the present rather 
than purely historical data in which he has 
no interest and in which he sees no cause 
and effect. The social worker in the intake 
interview establishes the relationship that 
may lead to either the acceptance or re- 
jection of therapy. Even when the patient 
is not ready for treatment at the time, we 
feel that whatever takes place is still im- 
portant because the patient is going to 
take away from the interview an expe- 
rience he may use later. The goal of the 
worker is to secure a generalized, non- 
itemized social history, to arrive at a tenta- 
tive psychodynamic diagnosis, to determine 
the patient’s ability to accept treatment, 
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and to prepare him for continued psycho- 
therapy. ‘Lhe ego strength of the person 
is measured by the history he gives in the 
initial interview as well as by his response 
to the worker and to the inquiry about his 
presenting symptoms, his reasons lor com- 
ing to the clinic, the time of onset of his 
symptoms, and his ideas of the causation. 

Since there is emphasis on the patient’s 
ability to relate to the worker, to the clinic, 
and to other people—in other words, to 
establish object relationships—as a factor in 
evaluating treatability, we recognize the 
importance of getting historical data re- 
garding such factual matters as_ school 
achievement, appropriateness of occupa- 
tional pursuits, and previous interpersonal 
behavior. This material is of special value 
in the instance of the psychotics, pre- 
psychotics, and psychopathic personalities. 
Without these data an incorrect diagnosis 
can be made and a wrong treatment pro- 
gram instituted. This does not mean that 
the responsibility for establishing a diag- 
nosis rests solely upon the intake worker. 
The clinic has full psychological services 
including the use of all the projective tech- 
niques and has a staff of psychiatrists who 
are consulted before final diagnosis is made 
and a therapist assigned. Assignment of 
cases is made by the psychiatrist. 

The following material is a discussion of 
some of the disease entities, and some prin- 
ciples of appropriate handling in the intake 
interview. 


Conversion Hysteria and Psychosomatic 
Symptoms 

Patients with conversion hysteria and 
psychosomatic symptoms are frequently 
seen in the clinic. Usually they have at- 
tended the Medical Outpatient Clinic with 
a series of physical complaints such as 
headache, for which no organic basis could 
be found. Many of these patients come to 
the clinic because they have been referred 
but actually seem to have little anxiety 
about themselves. Such a patient knows he 
has a physical symptom but has often been 
told that he is imagining it. The patient 
comes to the clinic and says, “ Why should 
I be here? I have a headache.” The worker 
accepts the fact that the patient has real 
distress and also understands his reaction 
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to the experience of having been told he is 
imagining his pain. ‘The patient will fre- 
quently challenge the worker by saying, 
“Why do I have this pain?” 

While the worker may be tempted to 
give the patient an explanation of psycho- 
somatic causation of physical complaints, 
this usually reinforces his antagonism and 
defensiveness. We have found it helpful to 
convey to the patient that we are prepared 
to spend a good bit of time with him to 
understand cause and relationship. We 
admit we do not know as yet what causes 
his pain or symptoms. We accept the pa- 
tient’s uncertainties about the emotional 
cause but express willingness to explore it 
with him. When the paticnt asks why he 
should be treated in a mental hygiene clinic, 
we point out that he has had numerous 
physical examinations and, so far, they have 
been negative and that there is a_possi- 
bility that the symptoms may have multiple 
origins—that is, physical and emotional. 
Although this may be a new concept to the 
patient, we can open the way for him to 
examine things in this new manner while 
permitting him to feel that he might be 
right and it is still possible that it is 
all physical. With a patient of this type, 
the first interview may have to be de- 
voted to handling this type of resistance 
and a second interview to secure a history 
may be necessary. The psychosomatic com- 
plaint implies both psychotherapy and 
somatotherapy. Where the symptoms have 
not been of a long duration and we have 
accepted initially the patient’s insistence on 
the organic basis of his symptoms, the pa- 
tient has remained in therapy with good 
results. 


Schizophrenia 

The simple schizophrenic patient’s desire 
to attend the clinic is almost as tenuous 
as his attachment to reality. Nearly all 
these patients have had some previous con- 
tact with psychiatrists, usually in the serv- 
ice. There are some who feel that they 
have been helped in earlier experiences 
with psychotherapy and others who feel 
they were not understood and were con- 
sidered “ hopeless.” Some have seen their 
military service diagnosis. They evidence 
extreme sensitivity to the slightest rejection 
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and since rejection itself is so much a part 
of the etiology of their emotional disturb- 
ance, it is important that we do not add 
to this feeling. It has been especially difh- 
cult for these patients to go through the 
necessary steps to get to the clinic—their 
own self-mobilization, the referral source, 
the doctor at the Medical Outpatient 
Clinic, the receptionist, and now the psy- 
chiatric social worker. 

Mr. J, one such person, said to the intake 
worker, “ Even when I come in, it is so 
difficult to get to anybody—you go through 
three lobbies to get into the main feature.” 
The worker, trained to respect the right of 
the individual to make his own decision, 
replied, “You are not sure about your 
decision to come to the clinic. You really 
do not have to come; it is up to you.” The 
worker acknowledged the disturbing incon- 
venience of the “ three lobbies,” but over- 
looked the fact that giving this type of 
patient his right to his own decision at 
this time meant rejection. What the pa- 
tient needed was support for the part of 
himself that was groping for a solution and 
was keeping in touch with reality. The 
patient’s reaction was, “You don’t even 
think I’m sick and in your opinion there 
is no sense in my being here. I got in and 
still nobody is interested. You don’t care 
whether I stay or not.” 

We have learned that it has been a tre- 
mendous effort for the withdrawn schizo- 
phrenic patient to get this far, and to force 
him to make the choice is like placing a 
stone in his path—adding another obstacle 
when he already feels the world is against 
him. We have found that the schizophrenic 
cannot be left too much on his own—the 
worker must give part of himself. Because 
we do not really believe in the psycho- 
pathology of the schizophrenic, our greatest 
drawback quite often is in talking with 
him. We do not understand his way of 
looking at reality which is so different from 
our own. If we can convey to him that 
we can, in part, see reality as he sces it, 
we can be much more helpful. 


Passive-dependent Personality 

Another group requiring a special ap- 
proach is made up of those who have a 
great amount of dependency and passivity. 
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Mr. F revealed a long history of infantilism, 
passivity, and dependence. He could not 
meet difficult environmental circumstances 
without retreating into somatic symptoms. 
There was evidence of strong regressive 
currents. He had seen a psychiatrist in the 
army but he gained his main relief for 
headaches from medication. He had come 
from a family in which there was a domi- 
neering mother and a passive father. He 
had many childhood diseases which neces- 
sitated his being cared for over long periods 
of time. He said it in this way, “The 
doctors took care of me. My mother took 
care of me.” Of his present wife, he said, 
“She takes good care of me.” He had gone 
to the Medical Outpatient Department ask- 
ing to see a psychiatrist. He seemed de- 
pressed and expressed belief that military 
service was responsible for his symptoms. 
When he appeared in the office, he was 
whining, demanding, and critical, and had 
the feeling that no one wanted to help him. 
He wanted pills such as he had obtained 
from the outpatient department for several 
weeks. He was, so to speak, again a child 
demanding to be taken care of by the 
mother. The intake worker realized the 
importance of going along with him, allow- 
ing him some gratification of his depend- 
ency needs, but the worker’s antipathy to 
dependence got in his way. Seeing such 
patients frequently stirs up an incompletely 
resolved dependency reaction in workers 
which interferes with their objectivity. In 
this particular situation, the patient asked 
the worker if he would think him “crazy 
or disrespectful if he asked a personal ques- 
tion.” He was encouraged to ask and he 
wondered if there were any medicine or 
shots that could be given to help him sleep 
better and prevent nightmares. The worker 
told him that he was not a physician but 
could obtain a prescription for some sleep- 
ing tablets from the physician. However, 
in the same breath, he told him that these 
would not cure his condition. The patient 
said that they had given him phenobarbital 
in the army and he knew such medication 
could become a habit; he did not really 
want to get into the habit but wondered 
if a few pills could help him. The worker 
told him he would get him the medication 
if he wanted it, again implying that he 
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felt it would not cure his basic problem. 
Patient said he would do without this medi- 
cation and in arranging for his next ap- 
pointment, he indicated his real intention 
not to return. He said he could not take off 
time from work since he would lose pay. 
He asked if a half-hour interview once 
a week would be enough. 

We have learned that these patients ob- 
tain satisfaction in dependency and, in 
order to help them, we must offer them 
some substitute for the protective situation 
in which they are. At intake, therefore, we 
allow some gratification of dependency re- 
actions in order to establish a protective 
role, so that we can explore more of the 
patient’s situation, his inability to get along 
for any length of time in a frustrated situa- 
tion. In treatment we try to get him to 
face his strong attachment. It is all right 
to give pills or shots in the beginning while 
we are discovering with the patient his ego 
potentialities for greater independence. We 
consciously allow the development of a 
dependence upon the therapist in the be- 
ginning because in the plan of treatment 
we utilize this relationship to encourage in- 
dependent strivings. We cannot say to the 
patient, “ We will give you these things 
but it won't cure your basic problem.” This 
has to be subtly implied but not said. We 
might say, “ You have trouble sleeping and 
I'll give you these pills for your sleeping 
and for your shakiness.” The mere fact 
that we spend a lot of time on other things 
besides his shakiness and his troubled sleep- 
ing, is an implication that the worker feels 
that the pills are not going to do the whole 
trick. 


Psychopathic Personality 

In another group of patients we find the 
aggression all in the ego against superego 
figures. In some classifications, they are 
known as the neurotic character or a type 
of psychopathic personality. Mr. K was 
one such person who was referred to the 
clinic by Vocational Rehabilitation because 
of his inability to make a school adjustment. 
At school, he was considered “a rabble- 
rouser,” a person always stirring up trouble. 
He refused to take examinations and felt 
he was discriminated against. At home, 
he was in constant conflict with his father, 
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a brother who managed his father’s busi- 
ness, and his mother. He expressed con- 
siderable hostility against the school ad- 
ministration, the government, and the 
family. He had a motorcycle that he drove 
to school “ fast and furiously.” He was a 
“ headache ” to the school and to all persons 
in authority. He lived on constant stimu- 
lation. The referring person thought that 
there was a strong possibility that the 
patient would not show up for his intake 
appointment since breaking appointments 
was one of his patterns, but he came. 
Our experience with such a patient has 
shown that if we represent authority, we 
stimulate him to fight us. We attempt to 
be a good authority, taking the jibes and 
jabs, and trying not to get personally in- 
volved. We attempt no interpretation at 
first, for it is better initially to agree with 
him. We take his testing of us as an at- 
tempt to run us down. We, then, after 
a prolonged period of this type of reaction, 
use the tactic of, “ Well, yes, authority to 
you is this way, you may have been given 
a bad deal here, but look how enormously 
you suffer from it. If you did not suffer, 
all right, but you are suffering—you are 
overly tense to the actual situations. That 
is all we are interested in.” In other words, 
we go along with him to this point. If, 
instead, we try to point out that authority 
is good and that what he says is not realistic, 
we become involved, for there is a bit of 
realism in everything he says. This is some- 
thing that has been particularly evident 
in the clinic, where the social worker with 
this approach has helped such patients get 
better. For at least once in their lives, 
they haven’t been stimulated to act against 
an authority. This is how they subse- 
quently are treated in the final therapy. 
The social worker’s approach, both in the 
intake interview and subsequently in ther- 
apy, is akin to Aichhorn’s undifferentiated 
good parent.? We have found it important, 
with psychopaths of this type, that the 
worker have enough confidence in himself 
to be able to accept the aggression, the 
hostility, the distrust, the reproaches that 
the patient directs at him, without feeling 
too uncomfortable and too uneasy about It. 


2 August Aichhorn, Wayward Youth, Viking Press, 
New York, 1935. 
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Obessional Ideas and Impulsive States 

With this group, the intake worker is 
often faced with the responsibility, after 
consultation with the psychiatrist, of de- 
ciding whether or not the patient will 
perfurm some destructive act. With im- 
pulsive individuals, as with the psycho- 
pathic personality or the paranoid, we 
generally assume that such threats may be 
carried through. However, with an indi- 
vidual who has obsessive thoughts, we have 
learned to assume that these thoughts will 
nat be too readily acted out because where 
there is as much anxiety attached to the 
thought as if the forbidden act had already 
been committed, this anxiety is usually 
protection against committing the act. 

Mr. M, 26, a single man with ten months’ 
service in the navy, received a neuropsy- 
chiatric discharge and was referred by one 
of the university service center advisers. 
He readily indicated that he came to the 
clinic because “ his thoughts just kept going 
around and around” and he could not 
stop them. He had become so depressed 
about this that he could not work. In 
service he hated the men because they 
teased him about his religious minority 
status. He would stare at the men with 
so much hate that he felt they could feel 
the hate “staring out of his eyes.” A few 
months after discharge from service, he be- 
gan to feel that his mother and sister were 
in his way and that he wanted to kill them. 
Actually, he said he loved them very much 
and did not know how they could be in his 
way. Previously, his life at home had been 
a happy one. He recalled that his mother 
had always babied him and smothered him 
with kindness but now, when he saw a 
knife near her or the sister, he thought of 
ways in which he could use it to kill them. 
He would then hide the knife for fear of 
what he might do and would become 
ashamed of himself. He was engaged to 
a girl and his mother and sister were happy 
about the proposed marriage. He feared 
he might think of killing his girl friend 
and “to think that I would never even 
kill a fly.” When these thoughts came to 
him, he would become depressed over the 
possibility that he might commit such an 
act and so he asked our help. 
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When this patient had this obsession to 
kill and hid the knife from himself, it 
was apparent that there was a good deal 
of anxiety attached to this thought. Such 
anxiety serves an emotional purpose since 
it prohibits realization of the forbidden 
wish. The patient punishes himself 
through the painful anxiety, which then 
makes it unnecessary to kill in reality. 
We can have some assurance that the pa- 
tient will not commit the act if we allow 
him to have the anxiety over a long time 
in therapy. We have found that he fears 
he is insane because of these thoughts. In 
intake, the mere fact that we listen to him 
and do not lock him up gives him the feel- 
ing that he is not insane and there is a 
chance of his getting better. 


Traumatic War Neurosis 

The majority of veterans who come to 
the Mental Hygiene Clinic for psycho- 
therapy have been discharged with a neuro- 
psychiatric disability, but we also see a 
good many who were given point discharges 
following long periods of service. They 
come to the clinic with considerable anxiety 
about their physical symptoms or nervous- 
ness and it is difficult for them to under- 
stand why they could live under fire with- 
out becoming ill but are unable to resume 
the civilian role that was familiar to them 
prior to service. In most of these cases 
and in the “war neurosis,” we find an 
overlay for an older, deeply repressed, neu- 
rotic conflict that was reactivated during 
the experiences of war. If the battle situa- 
tion re-created a trauma that was an earlier 
source of anxiety and conflict, deeply re- 
pressed aggressions were freed, with the 
partial destruction of the protecting super- 
ego, and there now seems to be an inability 
to repress again the hostile and forbidden 
impulses. If the earlier problem was solved 
by a repression and denial of anxiety, the 
older aggression seems to be free but also 
increased and supported by the aggression 
stimulated and acted on in the combat 
situation. We try to isolate and under- 
stand this neurotic conflict where it is of 
importance in diagnosis and is a source of 
understanding for later treatment. 

Mr. J, 22, was an excellent soldier (para- 
trooper) for two and one-half years and 
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had been discharged on points. Six months 
prior to discharge, he finally was removed 
from extended front-line duty, at which 
time he began to suffer hysterical black-out 
spells and severe headaches. At ume of 
referral this patient was a student at a 
business college and was referred to the 
clinic by Medical Outpatient Department. 
Two months alter referral, he came to the 
clinic on an emergency basis complaining 
of terrific headaches and a fear of going 
crazy. Symptoms included battle dreams, 
startle reactions, tremors, itching, and 
sweating. In the interview, he was trem- 
bling, restless, and unable to sit still. Since 
discharge one and one-half years ago, he 
had married a young girl and found himself 
irritable at her against his will. He felt 
his memory was failing and would “ mistake 
a shadow for the shadow of a Jap.” In 
the intake interview, there seemed to be 
a “ black-out” of most of the antecedent 
history. It was as if the present or war 
situation was so overwhelming that the 
past was entirely blacked out. 

The intake interview pointed up his pre- 
vious passivity and shyness and probable 
sources of guilt around his terrific aggres- 
sion and killing in combat. We learned 
in intake that he began to get the head- 
aches after he was in the rest camp. This 
guilt and unconscious need for punishment, 
frequently expressed through painful symp- 
toms, is a common experience seen in this 
kind of patient. We encouraged him not 
to assume responsibility for the accidents 
of warfare and assured him, by our accept- 
ance of him, that to be “ psycho” was not 
to be “crazy.” The entire intake inter- 
view was characterized by an enormous 
amount of material and feeling about the 
war situation. With this kind of patient, 
if it is an acute reaction, perhaps less than 
one year, we usually work in the direction 
of abreaction to master the traumatic situa- 
tion. However, if the situation is chronic, 
we try to work toward the extension of the 
incident—as a reflection of the patient's 
total life situation. In either instance, we 
first approach the patient on the basis of 
his first presenting complaint. Quantita- 
tively, these patients present themselves 
differently from the ordinary neurotic in 
the amount of time it takes to work through 
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their war experiences. With this particular 
patient, his combat experiences seem to 
have been so terrifically overwhelming that 
this was the only area he could talk about. 
Any attempt to relate these war experiences 
to his previous relationships and person- 
ality brought forth anger and _ resistance. 
Sometimes our patients have left therapy 
at this point. Thus, it is slowly that we 
build up a social history of the past as 
well as the battle experience and the post- 
war family situation. It is only gradually 
and in this way that the patient can see 
the present as a neurotic conflict activating 
old anxieties. Repeatedly he goes over 
these same war experiences, which scems to 
be related to the concept of the mastery 
function of the ego. When the patient 
finally works these war experiences through 
and feels that he can cope with them, then 
only does he move on to approach the 
basic facts and circumstances in his neurosis. 


Depressions 

In the cases of depression seen at the 
clinic, the ego is dominated by an ex- 
tremely rigid and severe superego. In our 
intake experience with this type of de- 
pressed inarticulate patient, we have found 
that the worker is obliged to be more active 
and giving. Through interest and encour- 
agement to verbalization, we implement the 
patient’s statement of the problem. We 
also need to be more active in deciding 
with these patients whether to return to 
the clinic. As social workers, we have tra- 
ditionally asked, “How do you feel you 
need help?” or “ What do you want to do 
about your problem?” We have been slow 
to say, “ I think that you need psychothera- 
peutic treatment and we will try to help 
you.” The inarticulate depressed patient 
often needs just this additional support for 
his decision to come to treatment. We 
should not feel hesitant to offer service 
and encourage the depressed patient to use 
the clinic. 

The depression in some of these patients 
is proportionate to the amount of hostility 
that they have toward their superego fig- 
ures. We have found that if we begin 
early to release their hostile wishes toward 
the parent, then we must be prepared for 
greater depression. The punishment these 
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patients take on themselves from these in- 
corporated superego figures is in proportion 
to the amount of release. Thus, we have 
found it of particular importance that a 
real relationship first be established so that 
they can use the worker as a superego figure 
that will not punish them. Social workers 
in the initial interview have had difficulty 
in estimating the degree of depression and 
have seen instead the dependency and 
anxiety with which they try to work rather 
than the more nearly complete clinical 
picture. 


Discussion 

We have seen in these cases how the inter- 
action between patient and worker in the 
intake interview sets the tone for the treat- 
ment process. The position of the therapist 
in treatment is clarified for the patient 
through the role that is played initially in 
the discussion of his problems. This ex- 
ploratory role with the patient of his difh- 
culties and capacities is the beginning of 
the therapeutic relationship. Some workers 
have felt that they have had to give the 
patient something in return for coming to 
the clinic—offer tangible services or give 
interpretations that were premature. We 
feel that to define problems in simple terms 
is often a sufficient accomplishment. In 
coming to the clinic for the initial inter- 
view, the patient is already admitting to 
himself that he cannot solve his difficulty 
alone. Interpretation, which is only an in- 
tellectual activity of the worker, can be 
a threat to the patient if he is ready to 
accept only the worker’s interest in him. 
To recognize with the patient that if his 
were not a difficult problem, he might have 
found the solution himself, minimizes some 
of the defeat he feels in admitting the need 
for help. If we can freely admit that we 
do not know the answer either, but that 
we do stand ready to help him to find it, 
the patient does not feel so helpless nor 
does it mobilize his resistance against the 
therapist. Glib interpretations are often 
the therapist’s defense against real under- 
standing. In the long run, the connections 
that the patient makes on his own are most 
important to him. 

The patient will sometimes test the 
worker by asking for direct advice, such as, 
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“Would I be better off if I lived alone? ° 
“Would this be the right kind of employ- 
ment for me?” At this point, the worker 
is able to estimate the degree of dependency. 
If we are really free to accept the patient's 
wish to be dependent, we can encourage 
the accompanying wish for independence. 
If we ask the patient whether he lacks con- 
fidence to make decisions for himself, we 
may help him to define the probiem in his 
own terms and also begin to mobilize the 
accompanying desire for independence. In 
analyzing our own reaction to dependency, 
we are often threatened, perhaps because 
one’s own dependent strivings are difficult 
to accept. Unless the worker consciously 
understands his own reaction, he is likely 
to be stimulated to inappropriate activity, 
fecling he must give the patient something, 
such as interpretation or an order for a 
physical examination. 

With the aggressive active patient we are 
able to go more directly to the problem 
for it is likely to be more apparent. The 
patient is more aware of his discomfort and 
need for help. It seems to be less of a 
threat to the social worker at intake to 
handle the active aggression than to handle 
the deeper resentment of the passive pa- 
tient. We are quick to react to the hidden 
hostility of the dependent patient for we 
sense that eventually he will give us the 
responsibility of solving his problems. If 
aware of the mechanisms in the patient’s 
illness, we can decide the amount of help 
we can reasonably offer and yet avoid the 
assumption that we will solve the ultimate 
problem for the patient. In the clinic 
we have found it helpful to say, “I think 
you do need help with the things you are 
trying to do; perhaps we can work on this 
together until you can make some of these 
decisions with more confidence.” Deeper 
interpretation is not appropriate at intake 
and it is futile therapeutically until the 
relationship has been established with the 
patient and until he is willing to use this 
relationship as a sustaining emotional base 
while he is destroying his older defenses. 

Sometimes a patient is verbose and tends 
to “spill out” in the initial interview. It 
may be necessary to check in some way this 
flow of speech, for the patient may feel 
guilty about having expressed so much, thus 
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be more resistant to treatment and fail to 
return to the clinic. One patient who dis- 
cussed his incestuous feeling for his sister 
in the first interview, returned the follow- 
ing week and said, “ I don’t know what to 
talk about; I don’t know what you want 
me to say.” Later in the interview, he 
said, “ I know it is wrong but I want you 
to tell me what I should do. I want to 
come in for one interview and tell you 
everything and then have the treatments 
over.” This patient clearly expresses a 
resistance wish. 

Two individuals with the same symptom- 
picture may have different ego strengths. 
There is the frequent example seen in the 
clinic of the man who had four years’ mili- 
tary service, of which two were in combat, 
but who did not crack up until the very end. 
This patient has demonstrated an integra- 
tive function and a period of adjustment 
and adaptation much greater than that of 
the patient presenting the same symptoms 
but who was discharged from service after 
three weeks. The possibility of overcom- 
ing the symptoms in the former individual 
is a much greater one and is a very impor- 
tant factor to be considered in the initial 
interview. 


Summary 

In this paper we have tried to describe 
some of our thinking in reference to the 
intake process, knowing that we have not 
yet arrived at a final answer. At this point, 
we believe that the role of the psychiatric 
social worker in the intake process should 
be considered as a part of the entire psycho- 
therapeutic relationship. The social worker 
makes use of all the casework philosophy 
and techniques but adjusts them to the 
setting of the public adult mental hygiene 
clinic. Thus, the method used in intake 


is not much different from other settings 
but is adapted to the patient with more 
severe emotional and personality problems 
who comes to the clinic seeking help. No 
matter how well trained the social worker, 
how many years of experience he has, how 
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well versed he is in psychiatric principles 
and terminology, he must be acutely aware 
of, and in control of, his own weaknesses, 
strengths, and prejudices. His own per- 
sonal relationship and feelings should not 
interfere with his interpretations of what 
the patient actually needs. He must know 
whether to be active or passive according 
to the needs of the patient. 

By and large, the social worker's past 
experiences have been centered in the tech- 
nique of interviewing with special emphasis 
on handling the resistances and doubts of 
the patient in accepting or rejecting the 
help of the agency. Social workers have 
not had much experience in estimating the 
psychiatric clinical picture of the emo. 
tionally disturbed patient. The latter con- 
dition probably existed for two reasons: 
one, the social worker did not work in an 
adult mental hygiene clinic; two, this was 
never considered the province of the social 
worker. The Los Angeles Veterans Ad- 
ministration Mental Hygiene Clinic has, 
of necessity, included some clinical evalua- 
tion within the province of a social worker 
and we have, therefore, had to develop a 
new skill. Our greatest weakness has been 
in estimating the clinical picture of some 
psychotics and of the depressive patient, 
and the psychiatrist has had to give ex- 
tended consultation and supervisory time. 
Our greatest strength has been with the 
more aggressive patients where the clinical 
picture is more obvious. We have found 
that social work clichés, routinely used, can 
be therapeutically damaging with certain 
patients. We must have more psychiatric 
knowledge than ever before and yet, in 
terms of intake and therapy, use it with 
great discretion. Thus, the intake inter- 
view has as its first priority the clinical 
picture as gained through the interaction 
between the patient and worker, leading 
to the more dynamic understanding of the 
patient coming to the clinic and to prepa- 
ration for continued therapy. With each 
clinical picture there is an attempt to esti- 
mate the ego strength of the individual for 
psychotherapy. 
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Psychology of the Tuberculous Patient 
Mary S. Brooke 


Mrs. Brooke is Chief Social Worker in the Veterans Administration Center at Whipple, Arizona. 


THE PROBLEM OF TUBERCULOSIS is demon- 
strably physical but at the same time has 
far-reaching emotional components that 
must be understood and handled if the 
patient is to be treated effectively. Dr. Wil- 
liam Osler has said, “ The cure of tuber- 
culosis depends more on what the patient 
has in his head than on what he has in 
his chest.””. Emotional components common 
to all illness are apt to be found in an 
exaggerated degree in tuberculosis because 
of the chronicity of the disease, the neces- 
sity for months and even years of strict bed 
rest when the patient, on the whole, feels 
quite well, and the separation from family 
and friends, with accompanying curbing 
of natural energy drives. 

In the tuberculous patient we have to 
deal with a degree of fear, helplessness, 
and feeling of rejection not seen in many 
other illnesses. The identification of tuber- 
culosis with diseases such as leprosy which 
connote uncleanness and social rejection 
is often present even though the patient 
may have had more than a Christmas-seal 
acquaintance with the condition. The diag- 
nosis has probably come as a complete 
shock to a patient unprepared intellectually 
or emotionally to accept it. His hospitali- 
zation means a cessation of his earning 
activities for an indefinite time, a separation 
from family and friends with consequent 
strain on these relationships, a period of 
inactivity and possible boredom to which 
he is not used, and the necessity of follow- 
ing a routine requiring a large measure of 
self-discipline. At discharge from the hos- 
pital, still a third set of problems presents 
itself, having to do with living within the 
limitations that have been imposed by the 
disease. These often call for a completely 
revised pattern of living and working. 
Each of these three phases—diagnosis, hos- 
pitalization, and discharge—presents char- 
acteristic but varied psychological problems. 





While fear and anxiety predominate in 
the diagnostic period, the reaction to the 
discovery of active tuberculosis differs in 
individual patients. Four young navy men 
were transferred in a group to a Veterans 
Hospital for treatment of tuberculosis that 
had been discovered at their separation 
from the service. None felt acutely ill. 
All had a surface gaiety and nonchalance 
until they had exchanged their naval uni- 
forms for hospital pajamas. At that point 
their individual reactions to the diagnosis 
began to appear. 

Mr. A, a Spanish-American from a large 
family, immediately talked about being the 
black sheep. All the other children had 
gone to high school and were more accept- 
able to the parents than he was. He had 
dawdled and wasted his time, then the 
draft called him, and now, after three years 
in the service, here he was, bewildered, 
ashamed, and frightened. He was ap- 
parently suffering from feelings of guilt 
for which this illness seemed to him a 
punishment. 

Mr. B, a young Negro from Louisiana, 
who appeared to be much at home with 
the other three upon arrival, showing the 
same surface gaiety, quickly subsided into 
a quiet, docile individual who seemed 
overwhelmed by feelings of being rejected 
and abandoned. His experience in the 
navy had given him status and satisfactions 
he had never had before. The diagnosis 
of tuberculosis and the isolation in a Vet- 
erans Hospital had brought to the surface 
again, with great intensity, his insecurity 
and feeling of exclusion from the white 
man’s world. 

Mr. C, a cheerful farm boy from the 
Northwest who had been married for four 
years and had a son whom he had not yet 
seen, maintained an equanimity in the 
face of the diagnosis which was soon 
found to be a manifestation of a back- 
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ground in which he had always had much 
security. ‘This illness was “ just another 
of those things,” and, while causing a 
disappointing delay in his plans for him- 
self and his tamily, was not overwhelming. 

Mr. D, about whom definite social data 
were not obtained, demanded his clothes 
and leit against medical advice within a 
few hours of admission, stating that he 
was unable to take any more discipline and 
regimentation. While he was doubtless 
running away from the diagnosis, he was 
also reacting in a way uniquely applicable 
to the tuberculous patient who is also a 
veteran. Such a patient often brings to 
the hospital with him a hangover from 
his military experience. His life has been 
out of his own control for several years, 
perhaps four or five, during which he has 
been separated from his family and subject 
to military authority. Now he has an ill- 
ness that prolongs the separation, and he 
is asked to continue to accept a rather 
rigidly ordered life. He may have been 
a prisoner of war and may feel that this 
additional blow is more than he can take. 
Just as in military life his physical self 
was threatened, so he finds himself again 
in danger of his life. The patient’s feelings 
about his military experience must be 
understood in the Veterans Hospital 
and in dealing with recently discharged 
men who rebel, as Mr. D did, against 
hospitalization. 

It is during the long period of hospital- 
ization that the meaning of the disease for 
the patient manifests itself. There is 
always a certain amount of regression in 
illness. The sick person is more or less 
helpless. Often he must go to bed and be 
waited on. He may become unreasonable, 
irritable, demanding, and childish in his 
behavior. He lies in bed. He is taken 
care of by a nurse (mother) and doctor 
(father), and, unconsciously, some of the 
early infantile responses to this situation 
are revived to which the patient may react 
with an increased desire for this passive 
state. This often becomes one of the psy- 
chological problems in prolonged illness 
which operate against recovery and a re- 
entry into the adult world of activity and 
struggle. 

As an ill person, the tuberculous patient 
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can, without conscious guilt, be self-cen- 
tered and demanding. Actually, his basic 
anxicty and fear may be the reason for the 
behavior of the unco-operative patient who 
expresses these feelings aggressively by re- 
fusing to live within his limitations, or by 
accepting passively the nursing care offered 
him and not doing as much for himself as is 
medically advised. His complaints about 
the food, the inefficiency of the nurses, ward 
attendants, and doctors, and, in the case of 
the veteran patient, his criticisms of the 
administration of the department and the 
rating of his claim for compensation or 
pension, may be defenses against anxiety. 
Actually, he may be expressing the feeling 
that he himself is inadequate and ineffec- 
tual. He is unable to tolerate this feeling 
and so projects it onto those around him. 
Another more subtle outlet for his hostili- 
ties is found in the possibility of infecting 
others, and so we find the occasional patient 
who refuses to take proper care of his 
sputum and who goes out of the hospital 
with no concern about protecting his family 
or associates from contact with the tuber- 
culosis bacilli. 

Weiss and English! point out the high 
incidence of neurosis in persons suffering 
from tuberculosis and the fact that prob- 
ably the neurotic personality preceded the 
development of the disease. For example, 
neurotic habits related to eating, appetite, 
and nutrition may be responsible for the 
underweight that precipitates tuberculosis. 
Or anxicty may prevent needed sleep 
and rest. Shallow respiratory habits of 
breathing, seen in certain neuroses, may 
play some role in bringing on this disease. 
The restrictions of hospital life and the 
chronicity of tuberculosis only add to the 
complications. 

Weiss and English find that a strong need 
for love and protection seems to be present 
in some of the cases studied. One patient 
may have been overworking in order to 
obtain satisfactions for this emotional need, 
meantime taking poor care of himself, while 
another patient may have reacted much 
more passively, readily submitting to the 
slightest indisposition and almost eagerly 
embracing hospitalization. 


1 Psychosomatic Medicine, W. B. Saunders Co., 
Philadelphia, 1943, pp. 408-418. 
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Karl Menninger? includes tuberculosis 
among the illnesses in which psychic factors 
conuibute toward the patient’s drives 
against himself. He says, “Tuberculosis is, 
after all, a graceful way to destroy one- 
sel{—slowly, tragically, often with relative 
comfort, good food, rest, peace, and the 
sympathetic tears of all.” Dr. Menninger, 
like Weiss and English, points out that 
the need for love and protection is a 
characteristic found in tuberculous cases 


that have been studied psychoanalytically. 


Returning now to our three young pa- 
tients, we find Mr. A, after going through 
a period in which he expressed his rebellion 
against this harsh “ punishment” by seem- 
ing to refuse to accept the reasons for his 
treatment routine, by being critical and 
scornful of the medical service, and by 
threatening to leave against medical advice, 
gradually subsiding into a state of passivity 
which, from the nursing standpoint, 
changed him into a model patient. This 
change was hastened by a week’s leave of 
absence soon after his admission, when he 
visited his family for the first time in over 
two years. He was unprepared for the dif- 
ferences he found in his siblings and friends, 
and returned to the hospital with even 
deeper feelings of failure and of rejection 
by his family. Therefore, it was easy for 
him to regress further into a state of de- 
pendency upon the hospital. 

His tuberculous lesion, which had been 
minimal upon admission, began to spread, 
and at the end of one year had shown no 
improvement, although the increase had 
stopped. As he entered his second year 
of hospitalization, he started a slow up- 
swing, both clinically and emotionally; he 
began to respond positively to the activities 
of the medical rehabilitation program, in- 
cluding social service, to accept the idea 
that there was a place for him in the world 
outside the hospital, and to prepare through 
pre-vocational training for his ultimate dis- 
charge. His first desire was to qualify for 
the examinations for a high school equiva- 
lency certificate, so that he would no longer 
be the black sheep of his family. 


2Man Against Himself, Harcourt, Brace & Co., 
New York, 1938, pp- 395-397- 
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Mr. B, the young Negro, adjusted to his 
hospitalization with complete assumption 
of a passive role, readily slipping back into 
his pre-war acceptance of the “ place” the 
white man had assigned to him, and the 
feeling of dependency that went with it. 
He, too, was a model patient in his com- 
pliance with routines and in his non-critical 
attitude. He steadily improved clinically. 
He was typical of many of the young Negro 
veterans. But others, who for various rea- 
sons had become more acutcly aware of 
racial discriminations and _ intolerance, 
made poor adjustments, often asking for 
transfer to some other hospital in a section 
of the country where they thought they 
would be treated more fairly. Sometimes 
these patients left against medical advice 
because of “ discrimination ”—which in part 
was undoubtedly due to their deepened 
feelings of rejection. 

Mr. C, the well-adjusted farm boy, ran 
a clinical course that was a medical delight. 
He had a thick-walled lesion of some size 
that would either heal by infiltration or 
would go on to cavity formation. The 
lesion was so situated that it was treatable 
only by rest. Although this patient felt 
well, he had to follow a routine of quite 
strict bed rest. The arrival of his wife and 
child in the nearby town, the wife’s re- 
sourcefulness in getting herself established 
with a house and a job, and the exception- 
ally good relationship between the couple 
reduced his psychological problems to a 
minimum and enabled him to carry through 
to the point of a maximum hospital benefit 
discharge. “Toward the end, he showed 
some anxiety between X-rays but he never 
seriously considered leaving before advised 
to do so by the medical staff. 

The psychological problems related to 
discharge from the hospital are, by and 
large, anticipated and handled in advance. 
Mr. A is gradually moving toward a matur- 
ity that will probably enable him to make 
the transition to a civilian life safe and 
satisfying. Mr. B’s situation will be much 
as it was before he entered the service, as 
far as emotional adjustments go. Mr. C was 
ready and eager for discharge and was for- 
tunately sure enough of his relationship 
with his wife to accept a period of relative 
inactivity for himself while she continued 
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to work and supplement his compensation. 
He has mildly referred to his regret that 
he cannot yet assume the entire support of 
his family, but he is not unduly disturbed 
nor is he alarmingly passive in accepting 
his wife’s more dominant role in the mar- 
riage. His plans for vocational training 
are going ahead in an orderly fashion. 

In contrast to Mr. C’s behavior at dis- 
charge, is the pattern more often seen of 
the patient who is terrified at leaving the 
shelicred atmosphere of the hospital. Fears 
that he may not be welcome at home, or 
that his old friends have drifted away or 
may shun him, grip him. 

Mr. T, for example, reacted to a proposed 
discharge in a highly neurotic way, express- 
ing his anxiety with an outburst of hos- 
tility directed against his wife. He had 
been hospitalized for eighteen months, 
almost the entire duration of his marriage. 
He and his wife were middle-aged, pre- 
sumably mature people. He had enjoyed 
occasional week-end passes as he improved, 
and the couple had carefully planned for 
his eventual home-coming. A _ tentative 
date was set for his discharge, when, quite 
unprovoked, he flew into a rage with his 
wile and some hostile letters were ex- 
changed, although she was living within 
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two miles of the hospital and was readily 
available. She was baffled and hurt. The 
quarrel was ironed out in a few days when 
the social worker, who was able to get the 
confidence of both, listened to their versions 
of the altercation and helped them to gain 
a little insight into the real cause of his 
outburst, which was the result of the pa- 
tient’s sudden fear of leaving the protection 
of the hospital. Censuring or blaming him 
for treating his wife in this rather cruel 
manner would only have made him more 
defensive about his position and might 
have postponed indefinitely his leaving the 
hospital. 

The tuberculous patient presents psycho- 
logical problems—expressed in fear, help- 
lessness, and feelings of rejection—that are 
predominantly the reactions one would ex- 
pect because of the chronicity of the dis- 
ease and the necessity for strict rest. His 
dependency needs are reinforced, for his 
basic pattern is one that demands love and 
protection, and yet the nature of his illness 
forces a separation from his family and 
close associates. Treatment of the total pa- 
tient, therefore, requires a recognition and 
handling of these emotional factors, in addi- 
tion to the conventional bed rest, lung col- 
lapse, and other special therapies. 


Attitudes of Patients in a Paraplegic Center 
Frances Grace Weiss and Ernest Bors, M.D. 


Miss Weiss is Case Supervisor, Social Service Section, and Dr. Bors is Chief, Paraplegic Service, 
Birmingham General Hospital, Veterans Administration, Van Nuys, California. 


ALL THE PATIENTS TO BE CONSIDERED in 
this paper suffered traumatic spinal cord 
injuries during World War II. Due to 
trauma of the spinal cord, immediate motor 
or sensory paralysis developed, reflecting 
the level of the cord injury. The paralysis 
is either partial or complete depending 
upon the extent and degree of the cord 
lesion. In paraplegic patients, the lower 
extremities are paralyzed, both motion and 
sensation being affected. The higher the 
level of the cord lesion, the greater the in- 
volvement of the body. If injury occurs at 
cervical levels, quadriplegia—paralysis of all 
four extremities—ensues. This article deals 


with the social problems, attitudes, and 
behavior of paraplegic and quadriplegic 
patients. In this paper the term “ para- 
plegic”’ is used in a generic sense to de- 
scribe the entire group of patients with 
spinal cord injuries regardless of the extent 
or degree of their paralysis. 

The recognized paucity of medical-social 
information about paraplegics is probably 
due to the fact that most of the men who 
survived the shock of their spinal injury 
in the first World War soon succumbed to 
urinary infections and complications to 
which they are so susceptible. “ These men 
have been salvaged by modern medical and 
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surgical skills and techniques which were 
not available during World War I. Rapid 
and efficient evacuation of the wounded, 
measures to counter shock, sulfonamides, 
penicillin, and streptomycin and greater 
knowledge of nutritional management have 
restored to physiological balance many who 
formerly would have perished.” 4 

At Birmingham V.A. Hospital there are 
at this time 210 paraplegic patients,? of 
whom 16 are quadriplegics. The majority 
of these men were injured, while in combat 
or while on duty, by bullets, shell frag- 
ments, land mines, explosions, and falling 
objects; some were shot accidentally or were 
injured in truck or automobile accidents. 
The greater number of these men have been 
hospitalized for a period of eighteen months 
or longer. 

Many of these cases are in relatively good 
general physical and mental health with 
certain established patterns of behavior re- 
lated to their illness. Most of them have 
learned self-care. A considerable number 
are able to be up on braces or in a wheel- 
chair for a part of the day. Some are able 
to ambulate by means of crutches and 
braces. Others are just learning to utilize 
braces, while still others are just learning 
to walk between parallel bars. A com- 
paratively small number of these patients 
are confined to bed for the treatment of 
their bedsores and urinary stones. Para- 
plegic patients develop varying degrees of 
progress as a result of their physical ca- 
pacities, drives, attitudes, and the effect 
of rehabilitation upon them. A highly per- 
sonalized rehabilitation program is planned 
for each paraplegic. Such a program con- 
sists of an active part in corrective physical 
reconditioning, training in walking, physi- 
cal therapy, occupational therapy, voca- 
tional counseling, prevocational training, 
education, and some vocational training. 
Recreational activities are particularly en- 


1D. A. Thom, C. F. Von Salzen, and A. Fromme, 
“Psychological Aspects of Paraplegic Patient,” Med- 
ical Clinics of North America, March, 1946, p. 473- 

2 December, 1946. It is estimated that there are 
some 1,500 paraplegic patients now in Veterans Ad- 
ministration Hospitals whose injuries occurred while 
they were in the armed services of the United States 
during World War I. 
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couraged and a majority have been taught 
to drive specially equipped automobiles. 

These men were not interviewed by the 
social service worker until four to six 
months after the initial injury to the spinal 
cord. Therefore, in evaluating the present 
“ social status ” of these patients, cognizance 
had to be taken of the widespread effects 
and the subsequent course of the initial 
trauma on their ego. There were, too, the 
implications attendant upon the patients’ 
knowledge of the extent of their injuries 
as reported to them by physicians. In addi- 
tion to the demoralizing effect upon their 
ego caused by wounds and shock, these 
patients suffered despair and bitterness be- 
cause of infection, pain, prolonged illness, 
and continued incapacitation, including 
paralysis of extremities and loss of sex 
function, and loss of bladder and bowel 
control. The initial and subsequent psycho- 
logical reactions of these patients to their 
injuries were determined by interviews. 
Patients experienced initial reactions, such 
as the feeling of being “cut in half,” of 
being “ blown in two,” of thinking “ This 
is it” or “I’m cooked” (meaning death), 
and of “cussing the enemy.” A number 
admit to their immediate reaction as a 
feeling of relief at the thought of “ Now 
I'll be able to go home.” 

Others who are unable to recall their im- 
mediate reaction to injuries indicate later 
reactions, such as a hope to recover in six 
months, and subsequent depression when 
little or no improvement occurred. There 
was frequently a loss of faith in physicians 
who had originally encouraged their belief 
in recovery, and resentment toward and dis- 
belief in reports of physicians who later 
told them they would not walk again. 
Anxiety about the reaction of their wives 
and members of their family toward their 
health situation and bitterness of continued 
loss of body functions were common. Later 
reactions generally indicated an adjustment 
to their incapacities but more often patients 
reported that they had simply become 
accustomed to their condition. 

In addition to these initial and succeed- 
ing reactions, patients have also expressed 
deep anxiety because of complications and 
further inactivity, and apprehensiveness 
about economic insecurity prior to their 
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being granted disability pensions. There 
was also hostility toward and rejection of 
the medical profession as a whole (olten on 
an unconscious level) because no cure was 
achieved. ‘The resistance of many patients 
to recommendations made by physicians 
sometimes reveals an immature and regres- 
sive reaction to their illness and also de- 
notes a means of retreating into illness. 
Many verbalize aggression in the form of 
complaints and criticisms. A number of 
patients recognize the futility of active and 
continuous resentment and bitterness be- 
cause of their disabilities and determine to 
make the best of them. Some have adjusted 
more quickly than others. ‘The incidence 
of psychotics is no higher than it is among 
the general population. ‘There are few 
“neurotics.” Surprisingly enough, self-pity 
or self-blame is rarely evinced by these men. 
The adjustment among enlisted men seems 
to be easier than among the men drafted. 
A few patients have made a swift and 
acceptable adjustment to their illness and 
others are achieving conscious gains through 
their incapacities. Some of the men have 
been reluctant to leave the protective en- 
vironment of the hospital because of their 
disability. It is obvious that for many there 
is the need for a goal and for certain ego 
satisfactions to replace the need for hos- 
pitalization and dependency. 

Although many patients have grown to 
accept the fact intellectually that there is 
no cure for spinal cord damage, a number 
of them are unable to accept this knowledge 
emotionally. The greatest frustrations are 
caused by the loss of control of the genito- 
urinary and bowel function, something 
about which these men consider the public 
to be “ little informed.” It is their opinion 
that the public thinks only in terms of 
paralysis of their lower extremities. This 
phase of their impairment, however, is not 
the primary concern of these patients, who 
will always be more or less disabled. “ The 
paraplegic patient is confronted with the 
colossal task of meeting every day prob- 
lems in spite of the severe handicaps of 

8 Paraplegic patients who have lost the use of 
their legs, loss of normal control of their bladder 
and bowels, and loss of sex function in line of duty 
while in the services of the armed forces of the 


United States, receive $360 a month disability com- 
pensation. (Public law 182, U. S. 79th Congress.) 
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residual disability. Acts formerly performed 
in an unthinking and automatic fashion 
now represent challenges to functionless 
nerve pathways and unresponsive joints and 
muscles. Getting out of bed, evacuation of 
bladder and bowels, ambulation and the 
most elementary form of self-care must all 
be re-learned arduously. . . . It is not 
surprising that psychological factors enter 
largely into the process of adjustment.” 4 

There are patients who claim never to 
forget for a single moment their present 
health situation, who have no insight or 
understanding of their condition, and who 
are resentful because of their incapacities 
and the resulting frustrations. Such patients 
do a lot of wishful thinking about recovery 
despite no evidence of improvement. Such 
is the case of Mr. L. 

This 24-year-old married man, who is the father 
of a 19-month-old daughter, was born in the United 
States of Japanese parents. He was injured when 
a truck in which he was riding while on duty 
with the army in France overturned, pinning him 
He sustained a broken back and immediate 
His left arm was so 


down. 
paralysis below the waist. 
badly crushed that amputation was necessary. Dur- 
ing the interviews, Mr. L projected the blame for 
his condition onto the driver of the vehicle, whom 
he considered negligent. Through verbal expres- 
sion he was able to release great resentment toward 
his father, which is particularly enlightening when 
one considers the usual Japanese father-son rela- 
tionships. This expression is perhaps indicative of 
the acceptance of American culture pattern. 

This patient’s mother died when he was 8. 
When he was 13, his father left him, an only 
child and son, to care for himself alone, and re- 
turned to Tokyo, Japan. Bitterness was expressed 
by the patient that, although he was loyal to this 
country and had gone to fight in its behalf, he 
was so wounded as to be completely incapacitated 
while at the same time his father, on the enemy's 
side, was safe and in good health in Tokyo. There 
the father was seen by a cousin in the U. S. Army 
soon after V-J Day. 

This patient revealed he had little understanding 
of his condition and that he still indulged in much 
wishful thinking about improvement, notwith- 
standing the fact that he had had almost no 
improvement of motion or sensation during his 
eighteen months of hospitalization and notwith- 
standing interpretations of his condition by his 
physicians. He had great feeling about going home 


4 Thom, Von Salzen, and Fromme, op. cit., p. 473- 
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to his wife and child who were living with his 
in-laws. 

Through interviews with the patient it was 
learned he did not want to go home until he was 
“well.” Patient interpreted “ well” as being able 
to walk and work as he did before his injury. 
He later sought reassurance about “ getting well,” 
which reassurance could not be given. Correspond- 
ence with the American Red Cross Chapter in 
the area in which Mr. L’s family was living at 
the time revealed that his in-laws did not want 
him home until he was able to get around ade- 
quately and to engage in gainful work. It was 
obvious that they had no insight or understanding 
regarding his disabilities. His wife, too, had no 
understanding of his health condition and obvi- 
ously wanted no interpretation from the patient’s 
physician since she later refused to take advantage 
of such an opportunity. She wanted to keep hopeful 
about his total improvement with time. 

Mrs. L was seemingly loyal to her husband and 
wanted to be with or near him, realizing how 
much meaning this would have for him, herself, 
and their child. After the sugar beet season, she 
came to be near the patient. Attempts to help 
them in their efforts to locate housing proved at 
first of no avail because of the general housing 
difficulty in the area and racial restrictions. Mrs. L 
was able to obtain work as a housekeeper with 
a family in exchange for some financial remunera- 
tion and housing for only herself and child. Later 
two houses were available. Patient could not make 
up his mind which to take. After asking his physi- 
cian, the social worker, nurse, and _ recreational 
worker, he decided on the one that was not accept- 
able to his wife. Because his wife wanted the 
other house he finally rented it. This showed his 
indecisiveness and dependency upon others. 

This patient was given the opportunity to express 
his feelings about his condition. He was also 
encouraged to keep from dwelling on his trouble 
by giving him recognition for his participation in 
recreational activities, for his efforts at water color- 
ing, and for the utilization of special books on 
experiments with seeds which he received from 
the librarian to whom we referred him. This man 
was a farmer and keenly desired to continue to 
work with the soil and growing things. 

It is possible that this patient’s incapacitation is 
affording him some gains since he refuses to accept 
or recognize his disability and insists he will stay 
in the hospital until he is “ well,” despite inter- 
pretations by his physician concerning his condition. 
Instead of striving for independence again now 
that his general health is better, he is becoming 
more dependent since his wife has arrived. This 
patient indicates the need for supportive treatment 
in helping him to accept his discharge. In this 
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matter the assistance of the physician and co-opera- 
tion of Mrs. L will be necessary. 


A few of the paraplegic patients accept 
their health situation readily. Such is the 
case of Mr. K, who is in his middle thirties, 
the youngest of four sons, all unmarried. 


This man, who lived a reportedly drab existence 
on a small farm away from the city where there 
were no modern facilities, had only a grammar 
school education. He was wounded’ by shell frag- 
ments while in action in the European theater of 
war after two consecutive years of active combat 
service. The wound from the shell fragments 
resulted in paraplegia. This patient admits having 
feared blindness, deafness, or amputation of his 
arms or legs as the result of action in war. He 
considered his chances of surviving without some 
injury practically nil after so long a time in combat. 
For him, being a paraplegic is much more accept- 
able than some other impairment such as blindness 
or deafness. He is very co-operative in every way 
and shows no resentment or resistance. Because 
of his co-operation, he has received recognition 
and obvious satisfaction. Mr. K studied and re- 
ceived credit for high school work while a patient 
at Birmingham Hospital. He is at present learning 
the watchmaking trade and plans to go into this 
business sometime soon after he completes the 
course. This patient was able to say very frankly 
that he is “not so bad off” with his ability to 
move about on crutches and with braces, with his 
trade, with his monthly pension of $360, which is 
more money than he could ever have hoped to 
earn, and with the excellent care and consideration 
that are given to him. Except for “root” pains 
which are decreasing, this patient is in good general 
health and has no complications. He may later 
go to Long Island to the Bulova Watch Company 
where he will complete his training in  watch- 
making and watch repair work. 


In a number of cases patients have felt 
exceedingly frustrated and hostile because 
they did not receive the care they wanted 
or expected and have consequently evi- 
denced aggressive behavior in the form 
of temper tantrums, demands, threats, criti- 
cism, abusive language, and the like. Such 
is the case of Mr. I. 

Mr. I, a divorced Negro of 27, and the father 
of a g-year-old son, was a definite problem on the 
ward because of his emotional outbursts and aggres- 
sive behavior. It was learned that this patient was 
very much on the defensive about the cause of 
his injury, which occurred when a truck he was 
driving while he was very tired and sleepy on the 
night of a rain storm, skidded and fell over a cliff. 
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His back was broken as a result of the fall and 
he was paralyzed trom the hips down. It was 
further observed that this patient suffered great 
anxiety and was definitely apprehensive because a 
bedsore of long standing, which was secondary to 
his paraplegia, was not only failing to respond to 
treatment but was actually becoming larger and 
deeper. He heard his physicians discussing the 
possibility of his having developed osteomyelitis. 
The patient was likewise very “ tired, bitter, and 
nervous " because of being so long bedfast. He 
had hostile impulses as a result of his belief that 
the physician in charge of the ward had racial 
prejudice and was not giving him the same atten- 
tion he was giving other patients. It was the 
patient’s opinion that this “ indifference” was the 
reason why his bedsore was not responding to 
treatment. Never in his spontaneous conversation 
about himself did Mr. I ever complain about his 
paraplegia. 

Mr. I was later moved to another ward as a 
therapeutic measure. There he “felt” that the 
ward physician accorded him the attention he re- 
quired. His bedsore responded to surgical treat- 
ment, his behavior improved noticeably, and he 
participated in activities for which he received 
recognition. This ward physician made a_ point 
of stopping to talk with this patient every time 
he made his ward rounds in order to reassure 
the patient. As long as things went right with 
this patient, he was co-operative and active. This 
same behavior pattern was evidently of long stand- 
ing as revealed in the social history obtained 
from him. 


Certain patients have strong drives for 
achievement. There are patients who go 
ahead despite their injury to find satisfac- 
tion in living, and who are able to verbalize 
their thinking and feeling about their 
problems. 

Mr. G is a married man of 26 and has no chil- 
dren. He was injured in Luzon, P. I., by a Japanese 
machine gun bullet and has to this day a strong 
feeling of hostility toward all Japanese. His legs 
are paralyzed but he is able after much corrective 
physical reconditioning to ambulate a little with 
braces and crutches. 

This man had a difficult childhood. His father 
deserted his mother, brother, and himself when 
the patient was 3. The mother later lived in 
common-law relationship with a man and had 
seven more children. According to the patient 
there were so many children and times were so 
hard for them that he never received any attention. 
He was truant from school and considered to be 
a problem child. At an early age, he became a 
mechanic, a trade he enjoyed. Earning money 
had great meaning for him. 
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When Mr. G was injured, he realized as soon 
as immediate paralysis of his legs occurred that 
he would be incapacitated for life if he survived, 
Then and there he resolved that he would go 
ahead with his plans to earn money and be a 
financial success. 

Mr. G co-operated with all medical recommenda- 
tions and rehabilitation measures. He concen- 
trated upon becoming as independent as possible 
and was hostile toward anyone who wanted to 
do things for him which he felt able to do for 
himself. He became an expert leather worker 
as a result of doing leather work in the occupa- 
tional therapy department. He earned “ good 
money” making saddles, purses, wallets, keycases, 
and belts. He also did work in the brace shop. 

This man had great feeling about his loss of 
sex function. It proved much more difficult for 
him to adjust to this impairment than to his 
paralyzed legs. He not only recognized his own 
sex loss but also knew what a problem this loss 
would represent to his wife. Mr. G was able to 
discuss his awareness that this loss would be perma- 
nent, his need to be more attentive to his wife 
in order to help compensate to her, and his plan 
for them to have some common hobbies and joint 
activities. 

For information regarding hobbies this patient 
was referred to the chief librarian, who supplied 
him with the desired material. 


A number of paraplegic patients have 
situational depression because of rejection 
by their wives on the supposed basis of their 
incapacities, and because of [frustrations re- 
sulting from their injury. This was so in 
the case of Mr. F. 

Mr. F was an intelligent regular army man 
who had, previous to his disabling injury, been 
wounded twice and had recovered. He had been 
at one time a prisoner of war but had escaped. 
He was hospitalized because of a machine-gun 
bullet wound in the back of his neck received 
while he was in combat in Germany. All of this 
patient’s extremities were involved as well as his 
bowels and bladder. He was divorced by his wife 
soon afte: his return to the States and a two weeks’ 
visit from her. According to Mr. F, the divorce 
was obtained because of his condition and _ his 
“complete uselessness” to his wife as a man. In 
discussing his wife's rejection the patient accepted 
her attitude toward him, saying that she had the 
right to a normal married life. He realized that 
his wife’s divorce had unfavorably reduced his desire 
to survive. This patient recognized that what he 
needed most was someone to whom he mattered a 
great deal, a woman who sincerely loved him. 

Mr. F disliked liquor but drank “to forget.” 
He also sought escape in the use of sleeping pills, 
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which he believed he needed for the spasms and 
pains in his legs. Although he repeatedly remarked 
that he did not care to live, he had difficulty in 
accepting the fact that there was nothing helpful 
in the way of return of function that could be done 
He wanted other specialized medical 
opinion about his condition. This was granted 
him. The fact that the patient “griped” a great 
deal about the lack of research regarding the pos- 
sibility of curing “paraplegia and his evident en- 
joyment in talking with others might counter- 
indicate any true negation of life and be, rather, 
a means of procuring attention. Opportunity was 
given patient to release hostility and to gain atten- 
tion desired. An effort was also made to find 
something which would interest patient and afford 
him satisfaction. 


for him. 


Although additional problems, attitudes, 
and behavior of paraplegic patients can be 
presented, it is believed that the above ma- 
terial constitutes the more significant ob- 
servations concerning this group of disabled 
veterans. Patients’ relatives, lay persons, 
and various professional persons have asked 
us questions about certain phases of the 
paraplegic patients’ adjustment such as: 
Are these patients ever discharged from the 
hospital to return to community living? 
If so, are they self-sufficient or do they re- 
quire continuous nursing and medical care? 
Do these patients marry and how successful 
are such matrimonial ventures? Are such 
disabled veterans able to be gainfully em- 
ployed and what types of work may be con- 
sidered suitable for them? Are paraplegic 
patients able to participate in social and 
recreational activities? 

It may be stated briefly that these patients 
are discharged from the hospital and do 
return to their own homes or those of their 
parents when maximum hospital benefit is 
attained. Reports received from patients 
who have been discharged indicate they can 
as a rule take care of their own immediate 
needs without the care or attention of a 
nurse. They should have periodic check-ups 
in order to keep in the best condition pos- 
sibie. This medical check-up is available 
without cost to them. These disabled vet- 
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erans do marry. While no records have been 
kept of the number of paraplegic patients 
who have married while in this hospital, it 
is estimated that the number is about 35. 
As far as is known these marriages are as suc- 
cessful as certain others at this time. Per- 
haps it is too soon to make predictions. It 
is observed that if the marriage is made in 
good faith and is based on common interests 
with understanding of all the factors in- 
volved, it has as good a chance as any of 
continuing. A number of these men have 
been divorced or obtained divorces since the 
onset of their disabilities. It has been noted 
that in many of these cases the marriage was 
never a “solid one” and was not of long 
duration. Among the paraplegic patients 
known to us to be employed are those 
working as bench mechanics, watch re- 
pairers, radio repair men, bracemakers, 
accountants, bookkeepers, assembly welders, 
saddle makers, leathercraft workers, radio 
announcers, and one as a drugstore clerk 
(in wheelchair). A number of patients are 
studying to be dental technicians, silver- 
smiths, librarians, lawyers, teachers, and 
writers. 

Paraplegic patients can and do partici- 
pate in a variety of activities. They are very 
active in their clubs—chapters of the Ameri- 
can Legion, Disabled Veterans of Foreign 
Wars, Paraplegic Veterans Association, 
Paraplegic Flying Club, and Paraplegic 
Athletic Club. They participate in basket- 
ball (one should see them play to win), 
volley ball, baseball, archery, pool, bowling, 
swimming, golfing, driving, fishing, and 
racing in their wheelchairs. 

In view of the many advances in medi- 
cine, surgery, nursing care, and the indi- 
vidualized rehabilitation programs in the 
V.A. hospitals, optimum over-all rehabilita- 
tion is available for the paraplegic veterans. 
They have every encouragement to become 
useful members of society. A number of 
these men have alreadv been discharged 
and have returned to various communities 
to take their places as active and useful 
citizens. 
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Mrs. Heller is a Caseworker in the Regional Ojfice of the Veterans Administration, New 
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PARAPLEGIA IS A BIG WoRD that carries with 
it a burden of implications for those who 
are known as “ paraplegics.” To the doctor, 
paraplegia, or transverse myelitis, means 
paralysis* of the lower extremities. Pain 
and easy susceptibility to illness are related 
symptoms. ‘To the patient himself, para- 
plegia also means facing life from a wheel- 
chair, unable to engage in former activities 
or to follow previous occupations, 

V.A. hospitals have devoted extensive 
resources to the rehabilitation of approxi- 
mately 2,100 paraplegic patients. It takes 
many months to teach a person how to use 
a different sct of muscles to replace those 
that are paralyzed. Courses of exercises are 
given. Patients learn how to walk short 
distances on aluminum braces, how to drive 
specially equipped cars, and how to care 
for themselves as much as possible. The 
drive for independence is quickly mobilized 
in many instances. It becomes the opening 
wedge to make rehabilitation a successful 
possibility. Occupational therapy is also 
a part of the program, plus vocational tests 
which help many paraplegics choose a 
course of activity that will lead to employ- 
ment foilowing discharge from the hospital. 

Out of the total number of paraplegic 
veterans in hospitals, about one hundred 
men have shown marked potential skills 
for watchmaking. The Bulova School, 
established by the Bulova Watch Plant on 
Long Island, New York, in 1944, seems a 
mecca to these veterans. This special 
school, with its modern cquipment, is 
architecturally designed so that it can be 
conveniently used by handicapped veterans. 
At no cost to the government or the veteran, 
the school offers training in a sedentary 
occupation through which the men can 
gain respect and self-confidence as skilled 
workers. 
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The course of instruction runs from 
twelve to eighteen months, and placement 
service is provided after graduation. Appli- 
cations are channeled through the Voca- 
tional Rehabilitation and Education De- 
partment in’ Veterans Administration, 
which has assigned a skilled training officer 
to this program. Vocational Rehabilitation 
and Education (V. R. and E.) takes re- 
sponsibility for all aspects of the veteran's 
rehabilitation, including his transportation 
to New York, transferring of case folders, 
following his progress through school, and 
arranging for all necessary treatment. If 
the veteran has personal and family prob- 
lems that might interfere with the success 
of the training program, the training of- 
ficer then arranges referral to V.A. social 
service. 

When paraplegic veterans first came to 
the Bulova School, the process of transfer- 
ring them to community life seemed fairly 
uncomplicated. The group was small and 
housing was easily found. However, as the 
program expanded, it was found that forty 
of the hundred applicants scattered from 
California to Maine were ready to come 
to New York. Where would these men— 
some married, some single—live for twelve 
to eighteen months? How would they find 
attendants and housekeepers? How would 
they obtain furniture? Some of them had 
always lived in rural communities. All of 
them had spent one to two years in the 
protected environment of the hospital. 
How would they react to the accelerated 
tempo of life in New York? 

At this point, a liaison between V. R. and 
E. and Social Service in the New York 
Regional Office seemed necessary. A social 
worker was assigned to explore community 
resources to meet the need for housing and 
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other social needs of this group. The train- 
ing officer acted in a consultative capacity 
to help clarify the problems of the veterans. 

Rehabilitation folders on the applicants 
were made available to Social Service. 
These folders gave information about the 
test results on each individual, his back- 
ground and history, his medical and pos- 
sible psychiatric needs, and his financial 
status. With two or three exceptions, the 
disabilities of these applicants were consid- 
ered service connected, and they had been 
awarded the maximum compensation of 
$360 a month. In addition, single veterans, 
while in training, would be eligible to re- 
ceive $65 a month and married veterans 
S90 monthly subsistence. The non-service- 
connected group (those who had been in- 
jured after discharge but were hospitalized 
by Veterans Administration) had been 
awarded $60 a month total disability plus 
the subsistence allotted to married and 
single veterans. This group, in particular, 
might have financial difficulties because of 
the expense involved in their living arrange- 
ments and in their personal care. The 
money awarded the veterans had to cover 
the cost of their attendants, the expense 
of furniture, rent, food, maintenance of 
a car, and so on. Some of the veterans also 
had dependents so that their full income 
could not be used for their own needs. 

As the next steps were planned, it became 
clear that a twofold emphasis would be 
necessary. One aspect of the work seemed 
to fall into the category of a community 
organization project. We knew that in 
New York, and particularly in Queens 
County where the Bulova School is located, 
specialized agencies could be called upon 
in the specific exigencies confronting the 
veterans. We wanted to follow the casework 
principle of using help from the agencies 
best equipped to meet each individual 
situation. 

The problem raised more than just the 
question of finding adequate housing that 
paraplegics could utilize. A sensitive aware- 
ness to the natural anxieties of the para- 
plegics was interwoven in all of our 
planning. We had to keep in mind that 
these men had endured a crippling illness 
which had disrupted the course of their 
lives. The paraplegic patient had been 
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deprived of normal physical capacities and 
outlets. He had spent many months under 
hospital care where routines, lack of pri- 
vacy, and invalidism unavoidably pervaded 
the atmosphere. Whatever physical advan- 
tages we could offer these veterans for their 
future also had to include a chance to exer- 
cise initiative and responsibility. There had 
to be an opportunity to leave the hospital 
with a positive outlook so that independ- 
ence and maturity could expand in a new 
setting. The dramatic change in the lives 
of these veterans created a challenge not 
only to the veteran but to the community 
and to Veterans Administration as well. 
We wanted to envisage them not as handi- 
capped and disabled persons but as citizens 
who could become a useful part of a 
community. 

Personal contact with the veterans before 
their arrival in New York was not possible. 
Therefore, we had to work through the 
channels set up by V. R. and E. and Social 
Service. Our interpretation was contained 
in correspondence carefully geared to indi- 
cate this thinking. We gave preparatory 
information to help allay the anticipated 
anxiety. Also, we hoped to sift out indi- 
vidual factors in the course of correspond- 
ence so that problems needing immediate 
help would be known to us. 

A unique aspect of these considerations 
is the co-ordination resulting between the 
separate departments of V. R. and E. and 
Social Service. There was constant and 
careful discussion between the social worker 
and the training officer. Clarification of our 
respective authority occurred on an admin- 
istrative level and the necessary channels 
for quick transmission of correspondence 
and telephone calls were set up. We also 
recognized that at the regional offices and 
hospitals with jurisdiction over the para- 
plegics, we would have to leave the path 
open for co-ordination between Social 
Service and V. R. and E. as the two services 
saw fit. Consequently, there would have 
to be two paths for communication between 
Social Service and V. R. and E. The para- 
plegic centers could themselves decide how 
to co-ordinate their activity in preparing 
the veteran for transfer. 

Our action resulted first in a meeting 
which Social Service arranged with the New 
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York City Housing Authority. This meet- 
ing was planned following various tele- 
phone contacts with housing agencies. For- 
tunately, the City Housing Authority had 
a new project under construction in Queens, 
about ten minutes’ distance from the Bulova 
School. There was still time to make 
changes in the construction plans. <A 
meeting was planned for representatives 
from the Housing Authority, Social Service, 
V. R. and E., and the Bulova School, in 
order to discuss the problems involved. 

Following our presentation of the pro- 
gram we decided that construction would 
be planned for about forty veterans. Data 
would be necessary on the number of vet- 
erans, family composition, and when they 
would be expected to come. We were in- 
formed that the Housing Authority pos- 
sessed architectural recommendations that 
would help in constructing units suitable 
for wheelchair patients. 

In discussing the type of housing to be 
provided, it was recognized that individual 
comfort and privacy were paramount for 
the creation of a homelike atmosphere. 
Consequently, we thought that single vet- 
erans, in groups of three, might enjoy shar- 
ing a large apartment in which there was 
a separate bedroom for each person, with 
one room for an attendant. Married vet- 
erans would have individual apartments 
constructed for the size of the family. It 
was planned that the housing, low in cost, 
would include space for parking a car, 
inclined ramps, and widened doorways. 
The apartments were to be scattered 
through the project to avoid possible isola- 
tion of the group. 

We arranged a meeting with the Queens 
Council of Community Agencies. Our 
presentation at this meeting was guided 
by several replies received after we had 
sent a basic letter to the six paraplegic 
centers acquainting them with the tentative 
plans offered to their patients. We also 
asked the respective social service centers 
to assist us in securing necessary informa- 
tion on family composition and on any 
problems where we could contribute to the 
veteran’s rehabilitation. 

At the time of our meeting with the 
Queens Council we already knew that some 
of the veterans would welcome the oppor- 





Journal of Social Casework 


tunity for help with budgetary details, 
securing furniture, and perhaps with some 
individual problems. It was apparent that 
the single men without families to help 
with initial steps would require most of our 
attention. V.A. social service has had the 
specific function of helping the veteran use 
V.A. facilities appropriately. We have de- 
pended upon centralized community ef- 
fort to help us in sharing the related re- 
sponsibility of absorbing the veteran into 
daily life. We viewed the Council as a 
central resource where we could share the 
total problem with the community. 

The representation at the meeting was 
arranged to include all agencies that could 
help with particular facets of the problem. 
We described our group of applicants—most 
of them had lived in rural districts in the 
Middle and Far West except for one small 
group from New England. Most of these 
selected veterans had high school and some 
college education. They had already gone 
through a battery of tests which prog- 
nosticated good chances for success in the 
training course. In spite of these positive 
qualities, we were aware of small details 
that might cause trepidation for these men 
unless centralized effort could quickly offer 
recreation, attendants, and possible finan- 
cial help. We hoped to mobilize commu- 
nity assistance so that avenues would be 
opened whereby emergencies could be 
promptly met. 

At first, our discussion elicited expres- 
sion of some hesitation about the way pri- 
vate agencies could fit into the project. The 
secretary of the Council felt that perhaps 
a list of recreational resources could be 
given each veteran so that he might indi- 
cate what kind of referral would interest 
him. As the training officer gained knowl- 
edge of specific problems or as hospital re- 
ports reached us, we could work out the 
referrals to casework agencies on an indi- 
vidual basis. Thus, we hoped to give the 
veteran every chance to employ his own 
initiative and express his own ideas. 

The agencies present then agreed on the 
ways in which they could participate in the 
program. Community Service Society, Jew- 
ish Family Service, and Catholic Charities 
offered to provide housekeepers for a tem- 
porary period, if we found that we could 
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not fill the jobs immediately. American 
Red Cross stood ready to select furniture, 
to arrange transportation, and to offer tem- 
porary financial help. The secretary of the 
Council was to centralize help by calling 
upon the various agencies as needs arose 
and offered to contact the Chamber of 
Commerce and other business concerns to 
learn of what help they could be in arrang- 
ing for the purchase of furniture. 

Our next problem arose when social 
service departments in the six paraplegic 
centers began to send detailed letters, list- 
ing a long series of inquiries from the 
veterans. We wondered why these ques- 
tions were being asked. We learned that 
in some hospitals our outline of proposed 
plans had been presented to the entire 
group of paraplegics at one time. The 
fears and uncertainties of the weakest 
undermined some of the assurance of the 
strongest. In other instances there had 
been little opportunity for co-ordination 
between Social Service and V. R. and E., 
which had led to an incomplete presenta- 
tion of our data. It was our job to try 
to appreciate the limitations under which 
the program had to be developed. A good 
bit of the information the veterans wished 
had already been indicated in our basic 
letter. Yet this did not seem to meet the 
involved emotional reactions to this im- 
portant change in their lives. The success 
of the program depended heavily on the 
kind of letters we could send in reply. Our 
correspondence had to convey a sensitive 
understanding of what these veterans were 
trying to express to us. 

Five of the forty applicants came first. 
With this small group it was possible to 
test the soundness of our plans. The suc- 
cess with which this group of five made the 
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transition from the hospital to community 
life seemed outstanding. The training off- 
cer reported to us that no problem had been 
indicated which would necessitate further 
help. The men were doing well in school 
and were very well pleased with the fur- 
nishings and with the architectural facilities 
of their new homes. Therefore, we knew 
that we had a foundation for absorbing the 
thirty-five remaining applicants. 

Underlying our co-operative plans is a 
basic philosophy sensitive to the needs of 
the individual and to the specific resources 
where those needs can be met. By convey- 
ing our understanding to the veterans while 
they are still hospital patients, we offer 
assurance that no matter what extraordinary 
problems may come to our attention, we 
have community facilities to answer the 
needs. A basic tenet followed from the out- 
set is co-ordination through a key person 
who can mobilize community agencies to 
meet situations falling within their func- 
tion. This step is possible because of inter- 
pretation not only to the community but 
also to the veterans. Consequently, they are 
well prepared to fit into their new circum- 
stances with the knowledge that there is 
appreciation for their individual concerns 
and opportunity to express their ideas. 

We offer this report as an example of 
how interpretation can lead to mobilization 
of services on a community level. We have 
tried to make our planning realistic not 
only in its administrative aspects but also 
in terms of the individual’s wishes. We feel 
that this program offers a constructive and 
continuous basis for the paraplegic veteran 
to achieve a higher level of emotional secur- 
ity as he turns toward life within his 
community. 
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FIELD SUPERVISION AS AN ESSENTIAL ad- 
ministrative device is a practice that has 
been developed by those organizations 
whose operauons are extended over large 
geographic areas. ‘The administrative 
structure of the Veterans Administration 
provides for established levels of authority 
within certain prescribed areas. ‘The essen- 
tial principle upon which this structure is 
based is a simple one and is as old as social 
organization itself. It is the principle of 
delegated authority from the top execu- 
tive to the sub-executive, to the next in 
line, and so on. Such a division of author- 
ity, however, always carries with it the 
danger of each level's developing a kind 
of insulation for itself against the other 
levels. ‘Therefore, a positive means must 
be created for enabling the development 
of effective relationships from the peak of 
policy making to the base of service giving. 

The line of responsibility in the Veterans 
Administration is from Central Office to 
the Branch Offices, to the Managers of 
centers, hospitals, and regional ofhices.! The 
Branch Chief,? Social Service Section, is re- 
sponsible to the deputy administrator for 
the technical (field) supervision of the total 
social service program in his particular 
branch area. 

Those of us who were appointed to or- 
ganize and expand the social service pro- 
gram in the Branch Offices found that we 
were involved in the details of selecting 
qualified personnel, arranging for space, 
equipment, and so on at the individual sta- 
tions. When this organizational activity, 
which required several months, was com- 
pleted we realized that our original role in 


1See introductory article by Jack H. Stipe on 
page 43. 

2 The titles of branch chief, branch representa- 
tive, and field supervisor are used interchangeably 
in the rest of this article. 
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the branch had changed. From organizing 
and administering the many parts involved 
in starting anything new we had to orient 
ourselves to the supervision of what we 
had been instrumental in building. This 
led to a consideration of what was the 
nature of our responsibility in field super- 
vision. ‘This paper represents an attempt 
to synthesize and describe the thinking and 
practice we have developed in this branch 
area. 

National V.A. policy has delegated to the 
Branch Offices responsibility for the initial 
selection of candidates for the position of 
the chief social worker for any given sta- 
tion. As a result of this authority, it has 
been our practice to interview all appli- 
cants for this position. If the candidate 
meets the civil service requirements and 
appears acceptable as a result of the 
interview and an examination of refer- 
ence material, he is referred to the man- 
ager of the station where the vacancy 
exists. The candidate must ultimately be 
acceptable to the manager of the particular 
hospital or regional office, since the selection 
of a chief social worker is a joint under- 
taking shared in by the Branch Office and 
the immediate station to which the candi- 
date will be assigned. 

The content of our employment inter- 
view includes a discussion of the nature of 
the job which helps the applicant to deter- 
mine, with us, his capacity to measure up 
to the responsibilities of chief social 
worker. The applicant also must know 
that his direct line of responsibility will be 
to the manager of his station but that the 
professional link will be the Branch Social 
Service Chief. 

At the point where the applicant is ready 
to assume the responsibilities of chief social 
worker, he and the branch representative 
have already established some basis for 
working together within the basic V.A. 
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structure. At the beginning we know that 
at best the newly appointed social worker 
has only a theoretical knowledge of what 
will be involved for him in the process of 
taking hold of this very complicated job. 

The job of the chief social worker in 
the Veterans Administration is a difficult 
one. He will face many problems arising 
from his lack of familiarity with the V.A. 
social service program as well as with the 
vast number of different services that are 
all part of the one agency. He will find 
a variety of professional and non-profes- 
sional people with whom he will have to 
work. He must also meet the challenge 
of integrating one service with all the 
others. Acceptance of the chief social 
worker as the person responsible for the 
social service program developed in_ his 
station means, we believe, that any assist- 
ance given through field supervision by 
Branch Office would be geared toward help- 
ing him, the chief, with problems he 
encounters in carrying his responsibilities. 

The individual chief social worker knows 
that the basis for relationship with the 
branch representative stems from the joint 
concern both must have for the quality of 
social service given in his station. At the 
same time, the field supervisor has to be 
completely identified with and have a thor- 
ough knowledge of the total V.A. purpose 
and organization. In this way he brings to 
the relationship an over-all perspective and 
knowledge which the chief worker cannot 
be expected to have. In practical terms 
this means also that the branch representa- 
tive recognizes and accepts the manager of 
a given station as ultimately responsible for 
the total program developed in his station. 
The branch representative, therefore, can- 
not permit himself to see his role as a 
higher administrative one which may act 
in competition with that of the manager, 
but rather as related specifically toward 
assisting in the development of our par- 
ticular field of practice as it is to operate 
in that station’s setting. Everything the field 
supervisor does or says has to strengthen 
the position of the Social Service Section 
not as a separate unit but as a part of the 
whole station’s program. 

How the field supervisor relates to the 
manager and to the ranking medical officer 
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will have an effect upon the acceptance of 
the program at the station. This means 
that the purpose of our field visits to the 
station must be clear to the manager. The 
manager, the chief medical officer, or his 
designate has a right to assume that the 
chief social worker at the station is adequate 
to deal with the responsibilities assigned 
to him. Where the manager does not have 
that feeling, the problem may be a com- 
plicated one, particularly if he becomes im- 
patient with the social worker, and _ is 
unable to give him the support needed to 
improve his performance. Whatever the 
manager’s feeling is in regard to the chief 
social worker, he must feel {ree to share his 
evaluation with the branch representative. 
The manager must be given the sense that 
his judgment regarding the activity of So- 
cial Service in his station is respected. Obvi- 
ously, this does not mean that we will be 
seeing eye to eye with the manager at all 
times, but it does mean we recognize his 
position as an executive one that must not 
be impaired by the relationship we attempt 
to develop with the chief social worker. 

The field supervisor must understand 
that his activity may create a problem for 
the chief social worker, particularly in the 
early stages of their relationship. In this 
respect the beginning problems in field 
supervision are not too different from what 
occurs in any social agency when a new 
supervisor comes into the picture. Until 
the other staff members find a basis for 
establishing themselves with the new per- 
son some insecurity exists. 

There is a real dilemma for the chief 
social worker in the relationship the branch 
attempts to establish with him. For in 
terms of his own setting, with his staff, with 
his manager, his medical officer, he needs to 
act out his ability to handle the job and 
to be the chief. Our coming may heighten 
whatever feeling of inadequacy he may 
have. This feeling of inadequacy may be- 
come crystallized at the point of a particu- 
lar visit from the field supervisor if the chief 
social worker has felt a lack of acceptance 
on the part of his manager or chief medical 
officer. If he is new and the content of the 
job is somewhat unfamiliar to him, he may 
have an overwhelming and somewhat dis- 
torted sense of his own problems. He may 
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want some help which he hopes the Branch 
Office may be able to supply and, at the 
same time, he may fear the visit at this 
point. With an experienced social worker 
who has a greater sense of security, the 
first visit may be difficult but he may relate 
more quickly to the supervisor. 

The following is quoted from a field re- 
port that describes a first meeting with a 
good chief social worker who had been with 
Veterans Administration for some time: 

I visited X Hospital in November, 1946, as pre- 
viously arranged. Mr. D had prepared for my 
coming. He was there to greet me and after a 
few preliminaries, took me up to the ofhce of the 
manager (Dr. S). Dr. S took this opportunity 
to tell me how pleased he was with the way Social 
Service was developing and how helpful he had 
found the chief social worker. The manager ac- 
cepted my coming and my statement as to the 
reason for my visit. Following my brief intro- 
ductory visit with the manager, Mr. D and I spent 
some time together in Mr. D’s office. He had 
prepared an agenda for our discussion and gave me 
a copy. On this, there were three items listed 
with several subheadings to each of the items. I 
accepted the agenda and let him use it in the 
way he wanted to. He spent part of the time 
describing the setup in the hospital and made 
particular reference to the Social Service Section. 
I had very little part in this discussion since I did 
not know the hospital and it was important for 
me to have the information Mr. D was giving me. 
From this he went on to describe the program he 
and the staff had been working on together. At 
first all material was given to me in very positive 
terms. [I was able to share with him the fact that 
the branch was aware of the progress that had 
taken place in this particular station. I also 
shared with Mr. D the manager's positive comments 
regarding him. Following this, Mr. D began in 
earnest to tell me some of his problems among 
which were a personnel matter and a problem in 
housing. In bringing the question involving the 
personnel problem to me, Mr. D was obviously 
asking for assurance that the situation had been 
handled well. He shared with me the details of 
what had happened and T could say that, from 
his presentation, it appeared to have been carried 
through responsibly. As our discussion moved on, 
Mr. D became much more relaxed and did not 
find it necessary to adhere too rigidly to his 
agenda. . . . In my original letter to Mr. D in 
which I had suggested a time for our first meet- 
ing, I had asked for an opportunity to read some 
case records. Although Mr. D had selected a group 
of case records for me to read, he allowed me 
about 15 minutes in which to do so. 
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We quote from this report because it 
presents to a degree the problem for both 
the chief social worker and for the branch 
representative in finding a basis for getting 
together in the early stages. From this 
worker's preparation, it was clear that he 
had an intellectual understanding of the 
purpose of our visit but his lack of security 
—in spite of the length of time he had been 
in the agency—made it necessary for him 
to give the branch representative material 
on an informational level. He was not 
ready to permit the branch representative, 
at that time, to get too close to the actual 
practice of social service at his station in 
any direct terms. 

The material quoted above illustrates an- 
other fundamental problem in field super- 
vision. How does the field supervisor learn 
about the areas with which the chief social 
worker may need assistance? How do we 
decide where we need to take hold of the 
problem so as to be of maximum help? We 
have said that the national policy of Vet- 
erans Administration gives the Branch Of- 
fice a definite place in the picture. The chief 
social worker obviously needs to feel some 
acceptance in the professional division of 
which he is a part. There are many external 
ways in which we can learn about the 
progress of the social service program. 
There are ways, too, of learning about the 
chief social worker. Material comes to us 
from the manager, from the chief medical 
officer, from reports and correspondence, 
and from other related sources. However, 
we should learn from the social worker 
himself about the areas of program with 
which he needs help. It is also necessary 
for us to understand how difficult it may 
be for him to share his need for assistance 
with us. We, therefore, must relate this 
“ collateral” knowledge of where the chief 
social worker is in his professional and 
administrative development to the problems 
he has shared with us and on which we will 
be working together. The kind of prob- 
lems with which we may be working will 
vary from station to station. However, the 
content of the relationship must have a 
definite focus that is organically related to 
program development in a particular setting 
and to an over-all standard that the field 
supervisor represents. 
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In a changing and developing situation 
such as ours, the branch representative can 
stand for something that begins to feel, to 
the chief social worker, like stability in a 
changing world. In a real sense the field 
supervisor represents the total social service 
program in the area. The chief social 
worker in a given station has a right to 
expect an over-all perspective from the 
branch and in relating to this perspective 
may find some help for himself. The indi- 
vidual worker may feel isolated from the 
rest of his professional group and may 
want the field representative to stand for 
the link between himself and the others in 
the Veterans Administration who are car- 
rying similar responsibilities. It is common 
and human for a chief social worker to ask 
the branch representative directly about 
what is happening in other stations. We 
need to be sensitive to what this kind of 
question may mean. 

Although our Branch Office has estab- 
lished a regular procedure for sharing with 
the stations monthly progress reports sub- 
mitted by all social service stations, we 
recognize that these do not serve the same 
purpose for the individual chief social 
worker as does direct contact with the 
branch representative. For example, a 
worker may begin to question the progress 
in his particular station. In his approach 
to the branch representative he may put his 
question in terms of wanting to know what 
other stations carrying similar responsibili- 
ties are doing. The field supervisor should 
be able to recognize the implications of this 
kind of request. To illustrate, in a visit 
to a station, the chief social worker who 
had been carrying a tremendous responsi- 
bility on a casework level and who had no 
casework staff to help him carry the pro- 
gram, got to the point where he was appar- 
ently questioning whether anything he did 
had any value. Because he had not been 
able to work out an organized program of 
social service which would allow for com- 
plete coverage he questioned his total ac- 
tivity. He put his question in terms of in- 
quiring what other workers in like settings 
had been able to achieve. The field repre- 
sentative could help him by pointing up the 
fact that his was a unique experience since 
we had no station that was similarly staffed. 
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Having said that we had no basis for mak- 
ing comparisons, we could begin to evaluate 
together what he had been able to achieve 
in spite of the very real limitations. The 
responsibility we took in answering his 
questions was an expression of our con- 
cern for program development and for the 
person responsible for its progress. 

it is well that we, as field supervisors, 
recognize that we too have limitations. We 
should accept the fact that our coming with 
an intent to be helpful does not imply that 
we can answer every question that may 
arise. In many instances, since we have a 
program that is in a state of rapid develop- 
ment, we may be working with the station 
chief social worker on the very problems 
which are unsettled and for which we may 
not have an immediate solution. 

Although our experience with field super- 
vision has covered a relatively short period 
of time, it has been an absorbing one. We 
have attempted to work through the ques- 
tions that inevitably arise during a period 
of beginning and development. We have 
tried to keep clear for ourselves what we 
could see as a valid focus for our activity 
with the chief social worker. We have tried 
also to be conscious of what we could take 
from our experience as supervisors and 
administrators in other agency settings and 
apply to this new endeavor. We see a 
direct connection between the help offered 
through V.A. field supervision and the 
helping process as it appears through 
the relationship which is established be- 
tween a case supervisor and a caseworker. 
We believe there is a generic base for this 
process which grows out of our conviction 
that the fundamental source of relationship 
is the supervisor’s concern and responsi- 
bility for the service his agency offers to 
its clientele. 

In every supervisory relationship the 
assistance the supervisor gives to the person 
carrying the actual responsibility for direct 
service has to be related to the specific 
problems that person has in giving the 
service. This principle is basic to any 
supervisory process. There are, however, 
distinct and real differences between field 
supervision and case supervision. Field 
supervision as contrasted with case super- 
vision more often involves two people who 
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are fairly close in their professional experi- 
ence and in the salary grade. ‘The diflerence 
between the field supervisor and the chief 
social worker, for example, is one of job 
assignment—a difference they both need to 
remember constantly. This implies that 
the ficld supervisor and the chief social 
worker have achieved a degree of com- 
petency for their jobs by way of similar 
preparation and experience. In the field 
supervision of a chief social worker, it 
is, therelore, possible to hold the person 
responsible lor actual operation and prog- 
ress in a more total sense than we usually 
do in the supervision of a caseworker. The 
case supervisor is olten expected to allow 
for the wide differences individual workers 
may show in their understanding of pro- 
fessional practice. 

Another obvious difference between ficld 
supervision and case supervision is related 
to the question of accessibility. In no situ- 
ation can the field supervisor ever be as 
accessible to the chief social worker as is 
the case supervisor to the worker—nor 
should he ever be. In our sctup it is not 
always possible to plan for regular contacts 
with the chief social worker. Over certain 
periods of ume it may be impossible for 
the branch representative to make any visits 
to stations. If a relationship is established 
between the worker and the Branch Office 
which truly allows for sharing, the connec- 
tion is not broken because of infrequency 
of actual contact. When that kind of rela- 
tionship exists it is because the chief social 
worker has developed an attitude toward 
and a feeling for branch assistance which 
is not wholly dependent on face-to-face 
discussions. 

Irregularity of contact, however, does 
make for a feeling that branch participa- 
tion is episodic in nature. It may also 
produce a feeling that there is no real con- 
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tinuity to the experience. As a result the 
help sought may be at a point of crisis so 
that the chief social worker and the branch 
representative may find themselves working 
against time. It is desirable to have regu- 
larity of contact at varying intervals, de- 
pending on the development of the pro- 
gram and the capacity of the chief social 
worker to handle the changes inherent in 
the situation. We recognize that even if 
a continuing program of field supervision 
were possible, the problems with which the 
chief social worker will want help will fre- 
quently be of a critical natwe. For, in the 
last analysis, the field supervisor can super- 
vise not a program but a person. 

In summary, we have said that the branch 
representative because of his position in the 
V.A. structure represents a number of things 
to the chief social worker. He represents an 
over-all perspective; he is the link between 
the individual station and other stations; he 
can help to put some balance into the evalu- 
ation the individual chief worker makes of 
his own progress. The branch representa. 
tive also stands for the interrelation be- 
tween hospital social service and regional 
office social service. ‘The branch representa- 
tive can assist by implementing policy 
which the Central Office has developed. 
He also represents the total area program 
in relating to procedures concerning inter- 
branch activity. 

What has been described in a partial way 
as our experience in field supervision indi- 
cates that much remains to be clarified in 
regard to the basic principles involved in 
this administrative activity. We can antici- 
pate an increase of social services being 
grouped in larger agencies, both govern- 
mental and voluntary. The development 
of valid field supervisory practice should 
help in mitigating the many problems that 
“ bigness ” in operations creates. 
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Editorial Notes 


Service to Veterans 


The proposal to devote an issue of the 
JourNAL to the social services of the Vet- 
erans Administration came from Ruth E. 
Fizdale, Chief, Staff Development Section 
of the Social Service Division. She took 
responsibility for stimulating participation 
on the part of the V.A. staff for collecting 
the articles and she also acted as consultant 
in making the final selections. Members 
of the V.A. staff may be interested to know 
that about twenty articles were submitted, 
representing a wide range of subjects both 
on aspects of casework treatment and on 
phases of administration. The organiza- 
tional coverage was also broad, ranging 
from the work of a team in a large unit 
to the problems encountered by a single 
caseworker in a mental hospital in a remote 
and isolated district. Although all the 
papers could not be included, we believe 
that the group selected gives a fair indica- 
tion of the variety and scope of services 
undertaken by the social service staff. 

We are grateful to Miss Fizdale for initi- 
ating the project, and for her helpful plan- 
ning and editorial assistance. We should 
like also to express appreciation to Mr. 
Stipe, Chief of the Social Service Division, 
not only for his interest and support but 
also for his willingness to write the intro- 
ductory article. 

Alihough the original purpose in plan- 
ning this special issue was to familiarize 
the field with the specifics of V. A. social 
services, thereby leading to better co-opera- 
tive work in behalf of the veterans, it is 
interesting to find that the contribution is 
in reality much more comprehensive. The 
articles illustrate again the fundamental 
generic base of social casework. The care- 
ful analysis, for instance, of the intake 
process in a mental hygiene clinic, by Dr. 
Futterman and Mr. Reichline, would seem 
to have general applicability to intake pro- 
cedures in any setting that offers therapy. 


In the same manner, Mrs. Brooke's analysis 
of the psychology of the tuberculous vetcian 
has obvious value to anyone dealing with 
the emotional reactions of the tube: culous 
patient. 

We believe that the two papers dealing 
with the paraplegic patient are particularly 
informative and should lead to the applica- 
tion of similar techniques and community 
efforts in planning for the rehabilitation of 
other seriously handicapped persons. The 
understanding of the emotional reactions 
to injury discussed by Miss Weiss and Dr. 
Bors unquestionably merits wide atten- 
tion, and the community co-operation 
demonstrated in the special project out- 
lined by Mrs. Heller may, hopetully, in- 
spire emulation. 

The specifics of the relationship between 
a field representative and an operating unit, 
the subject of the paper by Mr. Greenberg 
and Mrs. Marnel, have received little atten- 
tion to date in spite of the number of 
national programs, both private and public, 
in which field service is part of the organ- 
izational pattern. This article should stim- 
ulate further exploration of the techniques 
in this area of activity. 

Besides expressing our gratitude to our 
V.A. social service colleagues for their tech- 
nical contributions, we should like to add 
another brief personal reaction. It seems 
to us that in our fast-moving postwar 
world, with the heavy burden of anxiety 
and tension the unsettled state of affairs 
imposes, there is an increasing tendency 
to turn away from uncomfortable and un- 
pleasant facts. A professional writer men- 
tioned to us the other day that editors of 
large circulation magazines were not in- 
terested in certain subjects, mentioning 
specifically the disabled veteran. He ex- 
plained that editors feel that, because of 
the general tension, articles today have 
greater appeal if they offer an emotional 
tonic and have an optimistic personal angle 
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are fairly close in their professional experi- 
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fessional practice. 

Another obvious difference between ficld 
supervision and case supervision is related 
to the question of accessibility. In no situ- 
ation can the field supervisor ever be as 
accessible to the chief social worker as Is 
the case supervisor to the worker—nor 
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of actual contact. When that kind of rela- 
tionship exists it is because the chief social 
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and a feeling for branch assistance which 
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make for a feeling that branch participa- 
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produce a feeling that there is no real con- 
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tinuity to the experience. As a result the 
help sought may be at a point of crisis so 
that the chief social worker and the branch 
representative may find themselves working 
against time. It is desirable to have regu- 
larity of contact at varying intervals, de- 
pending on the development of the pro- 
gram and the capacity of the chief social 
worker to handle the changes inherent in 
the situation. We recognize that even if 
a continuing program of field supervision 
were possible, the problems with which the 
chief social worker will want help will fre- 
quently be of a critical nature. For, in the 
last analysis, the field supervisor can super- 
vise not a program but a person. 

In summary, we have said that the branch 
representative because of his position in the 
V.A. structure represents a number of things 
to the chief social worker. He represents an 
over-all perspective; he is the link between 
the individual station and other stations; he 
can help to put some balance into the evalu- 
ation the individual chief worker makes of 
his own progress. The branch representa- 
tive also stands for the interrelation be- 
tween hospital social service and regional 
office social service. ‘The branch representa- 
tive can assist by implementing policy 
which the Central Office has developed. 
He also represents the total area program 
in relating to procedures concerning inter- 
branch activity. 

What has been described in a partial way 
as our experience in field supervision indi- 
cates that much remains to be clarified in 
regard to the basic principles involved in 
this administrative activity. We can antici- 
pate an increase of social services being 
grouped in larger agencies, both govern- 
mental and voluntary. The development 
of valid field supervisory practice should 
help in mitigating the many problems that 
“ bigness ” in operations creates. 
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papers could not be included, we believe 
that the group selected gives a fair indica- 
tion of the variety and scope of services 
undertaken by the social service staff. 

We are grateful to Miss Fizdale for initi- 
ating the project, and for her helpful plan- 
ning and editorial assistance. We should 
like also to express appreciation to Mr. 
Stipe, Chief of the Social Service Division, 
not only for his interest and support but 
also for his willingness to write the intro- 
ductory article. 

Although the original purpose in plan- 
ning this special issue was to familiarize 
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services, thereby leading to better co-opera- 
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interesting to find that the contribution is 
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ful analysis, for instance, of the intake 
process in a mental hygiene clinic, by Dr. 
Futterman and Mr. Reichline, would seem 
to have general applicability to intake pro- 
cedures in any setting that offers therapy. 


In the same manner, Mrs. Brooke's analysis 
of the psychology of the tuberculous veteran 
has obvious value to anyone dealing with 
the emotional reactions of the tube:culous 
patient. 

We believe that the two papers dealing 
with the paraplegic patient are particularly 
informative and should lead to the applica- 
tion of similar techniques and community 
efforts in planning for the rehabilitation of 
other seriously handicapped persons. The 
understanding of the emotional reactions 
to injury discussed by Miss Weiss and Dr. 
Bors unquestionably merits wide atten- 
tion, and the community co-operation 
demonstrated in the special project out- 
lined by Mrs. Heller may, hopetully, in- 
spire emulation. 

The specifics of the relationship between 
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the subject of the paper by Mr. Greenberg 
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plained that editors feel that, because of 
the general tension, articles today have 
greater appeal if they offer an emotional 
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or “pitch.” In contrast to such evasion 
and denial, the authors in this issue of the 
JouRNAL present an honest appraisal 
of the physical and _ psychological after- 
effects of the war. Reading these articles 
therclore gave us a deep sense of respect 
not only for the V.A. staff but for our pro- 


Readers’ 


To tie Eprror: 

I read with considerable interest Mrs. Eisner’s 
article in the December issue on “ Specifics of Train- 
ing New Workers in Public Assistance Agencies.” 
The magazine is to be congratulated on the timeli- 
ness of its publication. How. clearly her paper 
points up the need for adequate supervisors with 
teaching skills who can give the impetus and 
enlightened democratic leadership to large numbers 
of new staff, who have been in such demand in 
the war years and certainly now in our public 
assistance agencies! 

As one who has had some years of experience 
with students placed in public assistance settings, 
may I add a few more comments? I should like 
to refer to Florence Sytz’s article on “ Field Work 
as an Educational Experience for the Student,” in 
the April, 1946, issue of The Compass: “ The pri- 
mary teaching problem is that of helping students 
to learn, whether the learning takes place in the 
classroom or in the field social agency setting. 
Since the range of casework, group work, commu- 
nity organization, and research knowledge and 
skill is too extensive to be encompassed within 
a two-year graduate curriculum, there must be 
selection and progression of material and attention 
paid to teaching methods. Field work course out- 
lines are, in my opinion, as important as syllabi 
for classroom courses. As in all teaching and 
learning, the setting is not as important as is the 
ability of the teacher to teach the agreed-upon 
content within the given time interval and the 
capacity of the student to learn to use this content.” 
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fession, which day after day manages to 
maintain the stamina to look at and work 
with the unpleasant realities in the current 
scene. It is good to know that a group of 
social workers are offering a steady, human, 
and professional service to the individual 
victims of the world’s recent debacle. 


Forum 


Mrs. Eisner highlights the objectives of super- 
vision of the new worker who at the end of a 
specific period of time will be expected to take on 
full responsibility as a caseworker in the agency, 
as well as some of the objectives in supervision of 
beginning students in casework. Hopefully, the 
stalf member is helped on a continuing basis in his 
development as he moves along in the agency, 
so that he can render increasingly more effective 
service to his clients. 

The public assistance agency, which I believe can 
be viewed as a family agency under public auspices, 
can indeed be an enriching learning experience to 
the student at any level in his professional de- 
veloping. The range and depth of problems which 
persons in financial need bring to such an agency 
are challenges to the student supervisor as she 
selects cases for the student and as she gears these 
to the student, readiness to move in and to his 
educational goals. The public assistance setting 
offers rich learning opportunities for the student 
whether he is a beginning person in casework or 
a more advanced student. Also, for students for 
whom professional objectives center around prepa- 
ration for practice in the field of social work other 
than the practice of social casework, the public 
assistance setting can make for a sound learning 
experience. 


BeEsstr FRANCES MEYER 
Division of Social Welfare Administration 


University of Illinois 
Urbana, Illinois 
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PROFESSIONAL GROWTH ON THE JOB: A Guide 
for the Public Assistance Worker. Elizabeth 
Russell. 62 pp., 1947. Family Service Associa- 
tion of America, 122 East 22 Street, New York, 
N. Y., 60 cents. 

Over the years public assistance agencies have 
been staffed largely by workers without a founda- 
tion of study in a school of social work. Many 
have achieved to a remarkable degree, through 
informal study and with supervisory help, a pro- 
fessional philosophy and a way of working which 
preserve the dignity and _ self-direction of indi- 
viduals. Since in practice much of the preparation 
for the public field, like an earlier phase in law, 
is still in the stage of “ reading social work ” with a 
minimum of help from those who have had oppor- 
tunity for formal professional education, Miss Rus- 
sell has written a practical guide for public assist- 
ance workers. 

Familiar casework concepts are presented as an 
integral part of the public welfare responsibility 
and setting. While recognizing the stability that 
legal structure and agency policy provide, Miss 
Russell emphasizes also the caseworker’s concomitant 
responsibility for revision of policy and other 
changes that come with community understanding. 
The interview as the “testing ground for the 
worker’s understanding, knowledge, and skill” is 
considered with respect to focus, suitable vocabulary, 
role of positive listening and guidance, and the use 
of agency services in giving reassurance. The emo- 
tional reactions associated with change from a lay 
to a professional point of view are presented frankly, 
but in a manner that should encourage the worker 
to test the methods suggested for achieving this as 
well as the difficult goal of understanding behavior 
in ourselves and others. 

The philosophical material is discussed on the 
assumption that appropriate attention to mechanics, 
organization, mutual preparation for supervisory 
conferences, and highly selective and ;urposeful 
reading and writing of records are essential to 
effective casework, particularly in large, complicated 
programs. 

Thus, Professional Growth on the Job offers 
stimulating material, including a selected bibliog- 
raphy, around which individuals or groups of public 
assistance workers may read, discuss, and analyze 
productively their attitudes and ways of working. 
In study of this timely addition to the literature 
on public assistance, one is reminded again that to 
whatever degree the content of human relations 
and administration is simplified, the fields are ex- 


ceedingly challenging and complex. Developing 
competence in public welfare, therefore, presents 
a continuing and urgent need not only for indi- 
viduals to take a good deal of responsibility for 
self-study, but also for more adequate supervision 
to assure learning opportunities as an integral part 
of day-to-day agency work, broad preparation of 
larger numbers of workers in schools of social work, 
and a valid method for measuring professional 
development acquired through both formal and 
informal education. 

ALIcE L. TAYLOR 

Bureau of Public Assistance 

Social Security Administration 

Washi:.gton, D. C. 


PRINCIPLES AND PRACTICE OF SOCIAL WORK: 
Helen I. Clarke. 450 pp., 1947. D. Appleton- 
Century Co., Inc., New York, or the JOURNAL 
or SoctaL CaAsEWorK. $3.50. 


Although designed primarily as a college text- 
book, this book is much more than a text. Social 
work scholars and educators will find the book of 
particular interest because it represents an attempt 
at a comprehensive appraisal of the entire social 
work field by an eminent social economist. 

The first, and by far the most provocative, half 
of the book is concerned with an interpretation of 
the characteristics, objectives, and methods of social 
work, including the processes of casework, group 
work, and community organization. The author 
also discusses the role of social work in public 
welfare and the role of social action in social work. 
Professor Clarke defines social work as a_profes- 
sion based on an understanding of human person- 
ality and social environment, operating within the 
broader field of social welfare, and directed toward 
the fulfilment of individual needs. Throughout the 
text, the author expresses the conviction that social 
work is, or ought to be, more than processes or 
techniques: “. . . the theme of this book is not only 
that social workers need and have special tech- 
niques, but also that they need but do not always 
have broad knowledge, a guiding philosophy, and 
an interest in social change.” According to this 
view, the social worker’s function extends beyond 
the needs of individuals to the abolition of the 
social and economic conditions giving rise to these 
needs. In defining social work in this way, the 
author attacks any definition that narrows the field 
to a few specialized practices, basing her point of 
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view on the historical origins of social work in 
philosophies and enthusiasms, as well as informa- 
tion, science, and methods. 

In the second half of the book the author deals 
with historical and descriptive material concerning 
the social welfare structure of the American com- 
munity. In so doing, Professor Clarke has not 
restricted — herself agency facilities but 
encompasses a very large segment of the total area 


to social 


of human need, including public and_ privately 
financed services available for children and youth, 
persons with financial problems, juvenile and adult 
offenders, persons with physical and mental prob- 
lems, and racial and religious groups. 

Although in the last chapter the author points 
to a revived interest on the part of professional 
social workers in social reform, it is implied that 
the profession has too frequently been preoccupied 
with the development of skill and technique, and 
too remote from the social and economic realities 
giving rise to the human problems toward which 
these skills are directed. This is the challenge that 
emerges from between the lines of Professor Clarke's 
scholarly and comprehensive analysis. Many social 
workers will welcome this challenge as an oppor- 
tunity for re-examining their philosophy and func- 
tion in relation to the total social welfare structure, 
as well as for reinterpreting these to the community. 

Sovite T. CAMBRIA 
Hunter College 
New York, N. Y. 


YOUTH AFTER CONFLICT: Goodwin Watson. 300 
pp-, 1947. Association Press, New York, or the 
JOURNAL OF SoctAL CASEWoRK. $4.00. 


This book purports to present a picture of youth 
in the decades following the Civil War and World 
War I, to analyze the forces that molded its be- 
havior and attitudes, and on the basis of this 
analysis to predict what we may expect of Ameri- 
can youth in the 1950's. It raises the question as to 
the central significance of the armed struggle itself 
as the cause of the changes seen in the character 
of postwar as compared with prewar youth, and 
soundly concludes that youth responded to “ changes 
in technology, in economic life, in the arts and 
philosophy which would have appeared at about 
that time even had there been no war.” 

The principal limitations inherent in this volume 
arise out of the methodology employed. A mass of 
quotations from a great array of sources form a 
large portion of the content. These reflect to a large 
degree, as the author recognizes, the emotional atti- 
tudes of adults toward youth and for that reason 
he rightly raises the question as to how much what 
is written and done in relation to adolescents repre- 
sents primarily the shifting forms upon which are 
projected the emotional conflicts of adults. There 


Journal of Social Casework 


is no clear statement, however, as to the author's 
own point of view concerning the central deter- 
minants in the development of character. This 
leaves the reader quite at a loss as to the basis for 
conclusions drawn throughout the book, and espe- 
cially in the final chapter, in which is envisaged 
“the new postwar youth.” 

Mary E. RALL 

Family Service Bureau 

United Charities of Chicago 

Chicago, Illinois 


HOW LIFE IS HANDED ON: Cyril Bibby. 159 pp., 
1947. Emerson Books, Inc., New York, or the 
JouRNAL oF SociAL CAsEWoRK. $2.00. 


A natural sequel to Bibby’s earlier book, Sex 
Education, which stressed the importance for youth 
to be informed about sex, especially during pre- 
adolescence and adolescence, this book reaches out 
directly to the adolescent audience. The easy, warm, 
and wholesome approach to highly charged subject 
matter will encourage adolescents to take on similar 
attitudes in pursuing this uncomfortable topic. 
Facts are presented with simplicity in a style well 
adapted to the specific age group for which the book 
is intended. Illustrations enliven the text and clarify 
complicated points of interest. The well rounded 
and effective presentation is indicative of the care, 
thoughtfulness, and detailed research that went into 
preparation. 

Beginning with the lowest form of life, the various 
stages of reproduction are traced, from the amoeba 
to man, with emphasis placed on the reproductive 
processes of mammals. Readiness for mating in- 
volves, for humans, both biological and emotional 
maturation. The steps in handing life on are out- 
lined, beginning with sexual union through con- 
ception, birth, and development of the child. 





1948 
Directory of Member Agencies 


Family Service Association 
of America 


An up-to-date Directory is a necessity 
for speedy and accurate correspondence 
Single copies, $1.50 each; 


5 af $1.25; 10 at $1.15; 
25 at $1.05 


Order on agency letterhead 


Family Service Association of America 





122 East 22 St. New York 10, N. Y. 

















——w 














— 














Book Reviews 


The horizon of the adolescent is broadened to 
include responsibilities attached to mating, not 
only in selection of a mate but also in perpetuating 
the human race and taking one’s place as a mature 
citizen. Unlike the primitive animal with which 
similarities in birth processes are shared, the human 
being must search for a philosophy of sex and 
reproduction as well as a philosophy of life that will 
meet the needs of a complex society. 

Because of the reassuring tone in discussing topics 
usually frightening to those growing up, the book 
might well be given to the adolescent for solitary 
reading. However, better use would occur if there 
were an opportunity for discussion with an adult. 
Within the therapeutic setting, it provides an excel- 
lent beginning for elaboration of frustrations about 
sex and confusions about life, typical of the adoles- 
cent. The content may be used too for group 
therapy discussions, especially in institutional set- 
tings, where the subject of sex and mores of group 
living inevitably present themselves as a challenge. 

Needless to say, the more mature reader, often 
baflled with the manner of presenting this complex 
subject matter to his youthful charges, will find 
light and knowledge from pursuit of this book. 

Dororny Davis 
Bureau of Child Guidance 
New York, N. Y. 
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TREATMENT CONSIDERATIONS 
IN THE 
REASSIGNMENT OF CLIENTS 


By Regina Flesch 


A study of reassignment of clients from 
one caseworker to another and the 
problems involved in re-establishing 
contact. 

85 cents a copy; 10 copies for $7.00 


PROFESSIONAL GROWTH 
ON THE JOB 
A Guide for the Public Assistance Worker 
By Elizabeth Russell 


In the Introduction, Gordon Hamilton 
says: ''... Her purpose ... is to make 
some of the basic casework concepts 
understandable and usable for the 
average beginning worker in his day- 
to-day practice.” 

60 cents a copy; 10 for $5.00 


Family Service Association 
of America 
122 East 22 Street New York 10, N. Y. 
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GRADUATE SEMINARS 
July 12 to 23, 1948 
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Mrs. Lucille N. Austin 
92. Supervisory MetHop In SocrAL CAsE- 
WORK. 
Mrs. Lucille N. Austin 


Miss Rosemary Reynolds 


93. Eco PsycHotrocy. 
Dr. Adelaide M. Johnson 


94. Tue PsycHosomMaTic CONCEPT. 
Dr. Felix Deutsch 
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THE DIRECTOR COLLEGE HALL 8 
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SMITH COLLEGE 
SCHOOL FOR SOCIAL WORK 


A Graduate Professional School Offering 
Educational Programs Leading to the De- 
gree of Master of Social Science. 


Plan A covers three summer sessions of 
academic study and two winter field place- 
ments in qualified casework agencies in 
various cities. This program is designed 
for students without previous training or 
experience in social work. 


Plan B covers two summer sessions of 
academic study and one winter field place- 
ment. This program is designed for stu- 
dents who have had satisfactory experi- 
ence in an approved social agency or 
adequate graduate work. 


Plan C admits students for the first summer 
session of academic study. Students who 
elect a full program may reapply to com- 
plete the course provided a period of not 
more than two years has intervened. 


Academic Year Opens June 23, 1948 


For further information write to 


THE DIRECTOR COLLEGE HALL 8 
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program on the professional doctorate level in 
cooperation with the Winter V.A. Hospital and 
the Menninger Foundation of Topeka, Kansas. 
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GROUP WORK 


Edited by 


CuarLes E. HENpRyY 


Well-known social workers and educa- 
tors review in this symposium the major 
developments in group work program 
and methods and look ahead to new 
technics. They present and discuss group 
work in camping, public recreation, heaitn 
and physical education; in child welfare 
services, therapy, low-rent housing and 
workers’ education; in rural areas, pub- 
lic administration, community planning, 
etc. For practitioners in all areas of 
work with people this unique record is 
both a chronicle of past achievement and 
a road map of projects for the future. 
It examines the philosophic and scientific 
foundations of group work; evaluates 
major trends and developments in a va- 
riety of functional settings; spots basic 
problems and issues; formulates priori- 
ties and directions for the decade aD 50 
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Training for Skill 
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Edited by Vircinta P. Roprnson 


Available about February 1, 1948 
Price, $1.75 per copy 


This discussion of the problems of 
professional education—including de- 
tailed analysis of objectives, prin- 
ciples and methods, as developed and 
applied in this School—first published 
in 1942, has long been out of print. 
Continuing demand has necessitated 
re-publication. 


Address inquiries and orders to 


University of Pennsylvania Press 
3622 Locust Street, Philadelphia 4, Penna. 
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A Mental Hygiene Primer 
for Group Leaders 


Rupotey M. WITTENBERG 


This manual is a necessary tool for any- 
one who guides individuals or directs 
groups. It enables you, the leader, to 
help people by understanding why they 
act as they do. Here is scientific knowl- 
edge of human behavior, heretofore re- 
served for specialists, stated in simple 
terms that fit the ordinary problems con- 
fronting group leaders everywhere. Dr. 
Wittenberg brings psychology, psychia- 
try, and psychotherapy down to earth 
so that you can apply the science of 
mental hygiene to your daily task of help- 
ing people to solve their own problems. 


“So You Want to Help People applies prin- 
ciples of case work and mental hysiene to 
group processes and procedures . . . (It) should 
be equally he'pful to case workers and to group 
leaders.’—Luther E. Woodward, National 
Committee for Mental Hygiene 


“Its special merit . . . . derives from the fact 
that the author shows how to apply mental 
hygiene principles to actual cases.”—KEduard 
C. Lindeman, New York School of Social 
Work $3.00 








New York 17, N. Y. 
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